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Abstract 


BUILIDING CHURCH AND COMMUNITY RELATIONS IN DES MOINES, IOWA 
FOR MENTAL HEALTH SERVICES IN THE AFRICAN AMERICAN CONTEXT 


By 
JONATHAN WHITFIELD 

The focus of this project is to build the bridge of faith and mental 
awareness/wellness. I believe the Black church must adopt a mentality where it is okay 
for our beliefs to evolve. The God who cares for all creation and human beings must also 
be concerned with mental health and wellness. It is my own personal belief that doctors, 
therapists and medication are all a part of God’s creation. 

I believe that Christians can pray and seek therapy and take medication if that is 
what they need to become whole beings. I believe that the church is to be a place where 
people gather, are fed the Word of God, and then are compelled to act against injustices 
and the lack of love in the world. I believe that if those within the Black community 
would continue to speak out about their own mental health journey, then we could begin 
to lift the stigma around acknowledging mental illness. If Christians can do away with the 
ideas that mental health illnesses are the manifestations of the lack of faith or prayer, 
other Black Christians may actually be freed to seek the help that is becoming more 
available to them and live lives that are healthier and more holistic. Together, I believe 


that we can make a difference. 
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CHAPTER 1 
THE SETTING 


My journey to Des Moines, Iowa, began in June 2014, following 20 years of 
ministering in Hackensack, New Jersey. This transition came to my wife, Theresa 
Whitfield, and I, in the middle of great passion about mental health and service to the 
mentally ill. Theresa authored a book entitled Celebrating Your Scars, as she was a 
victim of what some people would consider a horrific attack on July 22, 2007, by a 
member of our church in New Jersey, who was diagnosed with a mental illness that we 
now know as schizophrenia. This attack left Theresa in need of emergency surgery, 
which required 2000 stitches to repair the damage that was done, 1500 in her facial area 
alone. We are yet praising God for all who assisted in this miracle from above. My wife 
is a testimony of “not looking like what you have been through.” 

In the book Celebrating Your Scars, Theresa shares our passionate concern for 
safety in the church, our beliefs of forgiveness, how to become an overcomer, the 
mandate of security needed in churches today, and mental health awareness and wellness. 
Furthermore, while conversations about mental health and wellness are becoming more 


visible within the faith community, there are still strong beliefs in the Black church that 


mental illness, such as depression, anxiety, bipolar, PTSD, and schizophrenia, to name a 
few, can be prayed away without any medical treatment.! 

“For generations, Black people have leaned on scripture and faith-based practices 
and rituals to give them hope and peace of mind. ... For some Christians, anything that 
hurts from the heart to a broken leg could be “prayed away’.”? 

Moreover, because of these practices and beliefs, psychologists sometimes find it 
difficult to convince someone who has lived through decades of oppression and 
degradation and whose spirituality has been passed down through generations that the 
same God and faith who has a hand in delivering our people from White supremacy 
cannot do the work of healing our mental disorders. This belief that mental illness can be 
prayed away is harmful, and it hurts many Christians who do, in fact, experience mental 
illness. 

While secular professionals have tried to improve their mental illness programs, 
churches and clergy remain weak in ministering to hurting families and aiding people 
who suffer from mental health. When families need Christian support most there is an 
awkward avoidance. It seems as if there is ignorance when it comes to addressing mental 
illness or an afterthought, so we avoid the unknown. Those who are ignorant of mental 
health and theology tend to blame mental illness on sin or bad parenting and find it easy 


to withdraw or blanket it with the Bible. 


' Jamilah Pitts, “The Black Church Cannot ‘Pray Away’ Mental Illness,” HuffPost Opinion, 
August 29, 2018, https://www.huffpost.com/entry/opinion-black-church- 
therapy_n_5b86957ee4b0162f47 1e398d (accessed February 10, 2021). 


? Tbid. 


This project has awakened the passion that I had in the northern New Jersey 
arena. My wife and I are deeply encouraged by our community hospitals and local 
churches within central Iowa, who respond to God’s call to share the Love of Christ and 
his message of salvation with those who are struggling with mental illness. We believe 
that the work that God has placed before us has the potential to impact a multitude of 
individuals and families who have all too frequently been excluded from local churches 
due to the lack of knowledge concerning mental illness. 

Institutional Setting: History of the Corinthian Baptist Church, Des Moines, Iowa 

Corinthian Baptist Church was founded by twenty-one women who approached 
Reverend Samuel Johnson in 1898 to establish a spirited Baptist church in Des Moines, 
Iowa. There were several other denominations, but there were no Baptist churches in the 
area. On April 3, 1898, Reverend Johnson established the First Baptist Church of Des 
Moines. First Baptist Church was located on the east side of Des Moines in a family 
dwelling. However, after a short period of time, it was relocated to West 12th Street 
between Crocker and School Streets, close to the former St. Paul AME Church. 

Reverend Samuel Bates became the first Pastor of First Baptist Church on May 
18, 1898. The church was then renamed Corinthian Missionary Baptist Church shortly 
thereafter. As the membership increased, the church retired the mortgage in 1901 and 
called a new pastor in 1902. Reverend T.L. Griffith accepted the membership call in 
January of 1902 and moved the congregation to a new facility located at 15th and Linden. 
Enjoying continual growth over the next 15 years, the church established itself and 
seeded the community as several other Baptist churches were organized. 

In April 1917, Rev. George W. Robinson Sr. became the new pastor. The 


congregation quickly outgrew the building and purchased a property located at 9th and 


School Streets. The first worship service was held on July 3, 1927, by Reverend 
Robinson, and he continued to lead the congregation for 31 years. Reverend George 
Robinson died in September 1948, and Reverend Albert Fox was appointed as interim 
minister. 

Reverend E. Lloyd Jemison (1949-1950) and Reverend Norman R. Olphin (1951- 
1967) served as Pastor of Corinthian until 1968 when Reverend F.W. Strickland was 
appointed pastor. Taking control of the congregation on July 1, 1968, Reverend 
Strickland immediately launched a building program. After four years, on March 5, 1972, 
the present structure and the first new building were completed. He was instrumental in 
the development of many programs at the church. One of Rev. Strickland’s greatest 
accomplishments was establishing Corinthian Gardens Apartments, a 75-unit senior 
citizen and handicapped facility located on 10th and Crocker Streets. A select 
independent board made up of mostly Corinthian Members took control of the facility. 
The number of units has increased over the years, and the facility remains a viable 
residency for many seniors and handicapped. After serving for many prosperous years at 
Corinthian, Reverend Strickland retired in 1990. 

Reverend Charlie Stallworth was installed as Pastor of Corinthian on December 
11, 1991 after Reverend Strickland’s retirement and the services of Reverend Terrance 
Shane, who served as Interim Pastor. The church quickly expanded the capacity to 
introduce the 8:00 am worship service and many new Sunday school classes. A series of 
mini-courses covering every phase of human development and a church health clinic was 


created. 


The New Family Life Center, a brainchild of Reverend Stallworth, came into 
existence. The Corinthian Church building added a gym/stage, a fellowship hall, ten 
classrooms, a new baptismal pool, a renovated sanctuary, and a chapel and new 
administrative office that cost over $2.5 million. The Corinthian Baptist Church quickly 
became a hub of citywide and statewide functions. 

In 2001, Reverend Stallworth resigned, and Reverend Lee Zachary Maxey 
became pastor in January 2003. Continuing the work of those who came before him, 
Reverend Maxey advocated that the church build through discipleship by creating, 
sustaining, and empowering God’s disciples. Reverend Maxey sought and developed 
many relationships with other congregations to strengthen religious and community ties. 
He resigned in December 2008. Reverend Harold Davis was asked and accepted the 
position of Interim Minister. 

In March of 2010, Reverend Michael C. Burton was called to pastor the 
Corinthian Baptist Church. Reverend Burton increased membership by more than 275 
members. Pastor Burton established several new ministries such as Kara Praise Dancers, 
Marriage Ministry, Health and Fitness Ministry, Young Adult Ministry, and many others. 
Sadly, on December 24, 2012, God called our beloved Pastor Burton home to receive his 
crowns. 

In June of 2014, Corinthian Baptist Church welcomed our current pastor, 
Reverend Jonathan Whitfield. Reverend Whitfield was installed as the 10th pastor of 
Corinthian Baptist Church in August 2014. Pastor Whitfield brings a community 
partnership mandate that will thrust the church into continued service to the local area. In 


2017, Pastor Whitfield established a focus on “Becoming a 21st Century Church.” This 


initiative will enable the church to evaluate its present culture and take advantage of the 
opportunities of this age to strategically position the church in determining what 
adjustments need to be made to include the church’s governance, facility/site, ministries, 
and community programs/partnerships, church membership/discipleship, and 
communication. 

Doctrinal Belief 

We believe that the BIBLE, composed of the Old and New Testaments, is 
inspired by GOD and supreme and final authority in faith and life. 

We believe in one God eternally existing in three Persons - FATHER, SON, and 
HOLY SPIRIT. 

We believe that Jesus Christ was begotten of the Holy Spirit and the Virgin Mary 
and that He is true GOD and true man and is the only and sufficient Mediator between 
GOD and humankind. 

We believe in the personality of the Holy Spirit and that His ministry is to reveal 
Christ to humankind in the regeneration and sanctification of their souls. 

We believe that man and woman were created in the image of GOD and that they 
sinned and thereby incurred spiritual death. 

We believe in the vicarious death of the Lord Jesus Christ for our sins, in the 
resurrection of His body, His ascension into heaven, and His personal and visible future 
return to the earth, and that salvation is received only through faith in Him. 

We believe that baptism is the immersion of a believer in water, in the name of 
the Father, and of the Son, and of the Holy Spirit; setting forth the essential facts in 


redemption - the death and resurrection of Christ; also, essential facts in the experience of 


the believer-death to sin and resurrection to newness of life; and that the Lord’s Supper is 
a commemoration of the Lord’s death until He comes again. 

We believe that a New Testament church is a body of believers thus baptized, 
associated for worship, service, the spread of the Gospel, and the establishing of the 
Kingdom in all the world. 

Demographic Survey 

Pastor Whitfield commissioned a survey to get to know Corinthian better while 
capturing the “likes” of Corinthian, to gather ideas for improvement and collect statistical 
data that, in turn, would create a profile of the entire congregation. 

God has blessed Corinthian with rapid growth. We have all been impacted by this 
growth. The survey provides information needed to plan and analyze how best to serve 
our growing membership and thriving community. 

Outstanding Response Rate 

Church records indicate our membership is 800 members. A diverse mix of 196 
members completed the survey for a response rate of 25%. According to experts, a 
response rate of 20% - 30% is quite credible and statistically relevant. In other words, we 
received enough responses to presume the results would be similar even if every member 
had taken the survey. The survey was conducted completely anonymously. 

Church Demographics at-a-Glance 

From the 196 respondents who submitted the survey: 

3 Gender: Women (65%), Men (35%) 

e Age: 18 -25 yrs. (6%), 26 — 40 yrs. (17%), 41 — 60 yrs. (48%), 61 — 80 yrs. 

(25%), Over 80 yrs. (4%) 


) Marital Status: Married (46%), Single (29%), Divorced/Separated (19%), 
Widowed (6%) 


e Education: High School/ GED (15%), Some College/Assoc Degree (39%), 
Bachelor/4yr Trade School (25%), Grad Degree/Professional Degree 
(21%) 

e Household Income: $30,000 or less (30%), $30,000 to $50,000 (20%), 
$50,000 to $100,000 (33%), Over $100,000 (17%) 


What We Learned 


We have lots of children here at Corinthian. 171 according to those who 


completed the survey: 


® Age Range Number 
e 0-9 yrs. 64 
e 10 -18 yrs. 63 
e College 44 


Newcomers and Old Timers — Years of Service 189 people responded to the question: 


e Number of Years 

e 0 -5 yrs. 44% 
e 5 -20 yrs. 28% 
e 20 — 40 yrs. 17% 
e AO yrs. or more 11% 


Survey results indicate that a sizable number of the responders attend multiple 
worship services. We presently offer services on Saturday at 5pm, and on Sunday at 8am 
and |lam. These individuals may likely be members of ministry who are responsible for 
service at these gatherings. We also have traditional Christian Educational Training such 
as Sunday School, Bible Study, Prayer Service, and a Bible Institute which offers 
Certified courses. 90% of the membership are serving on four or more ministries/services 
to the community. Over 90% have access to technical devices and are using them 
consistently throughout their weekly journey through life, including social media use of 
Facebook, Google, YouTube, Instagram, and/or Twitter. 

The year 2020 upended expectations momentously with the arrival of the 


coronavirus. Since January, when the World Health Organization (WHO) ascertained the 


eruption of the novel coronavirus disease, COVID-19, as a “public health emergency of 
international concern,” stress levels everywhere have continued to mount. The United 
States of America became a center for the virus, which moved swiftly from the coastal 
shores to the interior of the country. 

It interrupted all of the plans for normal operations for the church and forced us to 
make changes on the spot to continue service to the populace. So, we begin in the latter 
part of March to connect through the following social media mentioned above. Worship 
services were online only, with a small crew consisting of ministers (2), musicians (4), 
soloist (1), audio and video recorder (1), and sign linguist (1). With our music director’s 
expertise, who specializes in computer and telecommunications, we developed a strong 
online presence utilizing our best presentation through Facebook. 

We have increased our efforts to the local community sharing the struggles of 
those affected by the COVID-19 pandemic. A partnership has been developed with 
World Vision International, which established Corinthian as a food distribution site in 
Iowa. Also, we have joined other local agencies by offering supplies and goods needed 
for the average household. 

Geographic Location 

The majority of Polk County’s Black population are descendants of the 

enslaved peoples from West and Central Africa brought to this country in 

the transatlantic slave trade. Their freed ancestors migrated to lowa and 

Polk County in search of economic opportunity. Others have more 


recently migrated to Polk County from large urban centers, like Chicago, 
and southern states—including Mississippi, Alabama, Louisiana, Texas, 


Tennessee, and North Carolina—searching for economic opportunities, 
better education, and more peaceful neighborhoods.* 


The second subgroup of Black Polk County people are immigrants from 
other parts of the world, including various African countries and their 
descendants. Countries of origin include Nigeria, Sierra Leone, Cameroon, 
Egypt, Kenya, Liberia, Ivory Coast, Jamaica, Brazil, and others. Some 
immigrated to be with family or for economic opportunities, while others 
immigrated for university studies. While many of these immigrants have 
become naturalized US citizens, strong cultural ties, including language 
and ethnic identities within the countries of origin, are distinct 
characteristics of this population. Because of restraints in data collection 
and reporting, it is especially difficult to determine the number of African 
immigrants living in Polk County. This presents real limitations in 
providing demographic data for this important subgroup of Black Polk 
County. For the purposes of this report, the term African immigrant is 
consistently used to identify this population of people. When discussing 
African immigrants and refugees together, the term African is used. Please 
note that many sources include this population in the term “African 
American or Black” and is thus reflected in this report.* 


A third subgroup of people within Black Polk County is African refugees. 
Unlike most of Polk County’s African immigrants, the African refugees 
who live here cannot live in their home countries due to war, genocide, 
internal conflict, or widespread drought or famine conditions. Polk 
County’s African refugee population has grown significantly in the past 
two decades. Since 1993, people from Sudan — and now South Sudan — 
have resettled in Des Moines. Des Moines has the second-largest 
population of Sudanese refugees in the United States at nearly 8,000 in 
2012. According to the lowa Bureau of Refugee Services, other African 
refugees have settled in Polk County Between 2015 and 2016, 3 refugees 
arrived from Burundi, 109 from the Democratic Republic of the Congo, 14 
from Eritrea, six from Ethiopia, and 39 from Somalia. While there is 
information on the total number of African refugees originally settled in 
Polk County, these numbers do not include refugees who have moved here 
from other US locations or their children born since arriving in the United 
States. Also, restraints in data collection and reporting result in significant 
limitations in providing demographic data for this important Black Polk 
County subgroup.° 


3 Polk County Directors Council, One Economy: Building Opportunity for All: The State of Black 
Polk County, April 2017, 11, https://d52acf30-0a19-4d38-9f0f- 
a7fd89598ddf.filesusr.com/ugd/15357c_96176cb20ad04 1 6faSf2df5d78c9ea6b.pdf (accessed June 1, 2019). 
4 Thid. 


5 Ibid. 
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African Americans and Africans are 3-4 percent of the total Iowa 
population. African Americans and Africans are 6-7 percent of the 
population in Polk County. Polk County has the largest Black population 
in Iowa, representing nearly 30 percent of all African Americans and 
Africans living in the state. African Americans and Africans are almost 11 
percent of the total population in Des Moines. This is the highest 
proportion for any city or town in Polk County.°® 


West Des Moines is one of the Polk County communities with African American 
and African populations at or above 3 percent.’ 

According to new data the state made available, Black and Hispanic Iowans are 
disproportionately testing positive for COVID-19. 

Hispanic and Latino Iowans make up about 6.2% of the state’s population. 

However, they account for 16.4% of the positive tests for the respiratory 

illness caused by the new coronavirus. Black Iowans are about 4% of the 

state’s population, but 8.7% of the total confirmed cases. 

White Iowans make up about 90.7% of the state population, the Census 

Bureau says. But the state says that white Iowans only account for 73% of 

confirmed COVID-19 cases, according to data released as part of a new 

online dashboard. The state government had previously declined to release 

data on the racial makeup of those who had been sickened.° 
Focus Situation 

To bring people in for mental health treatment, we must first change the language. 
Bringing people in to have a one-on-one conversation about their areas of concerns, 
strengths, abilities, and needs instead of the “assessment.” This language may offer a 


more friendly and non-threatening approach that looks at a holistic advantage to an 


individual’s well-being: mind, body, and spirit. Gaining a better understanding of trauma 


® Tbid., 12. 

TThid. 

8 Nick Coltrain, “Latino, Black Iowans are a Disproportionate Share of COVID-19 Cases, 
According to New State Data,” Des Moines Register, April 14, 2020, 


https://www.desmoinesregister.com/story/news/health/2020/04/14/coronavirus-covid-19-iowa-gov-kim- 
reynolds-news-conference-shelter-in-place/S 134961002/ (accessed February 10, 2021). 
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and the impact that trauma has on mental and physical health should also be added to 


> 


competencies’ priorities. Ultimately, we are attacking the job of creating a “safe space’ 
for people to share—a place where they do not feel judged or belittled because of their 
state of mind. My mental state is not a sign of a lack of faith! 


The COVID-19 pandemic may change some of the ways we connect and 
support each other. As individuals and communities respond to COVID-19 
recommendations and circumstances (e.g., school closures, workplace 
closures, social distancing), there are often unintended negative impacts 
on emotional well-being, such as loss of social connectedness and support. 
Shared faith, family, and cultural bonds are common sources of social 
support. Finding ways to maintain support and connection, even when 
physically apart, can empower and encourage individuals and 
communities to protect themselves, care for those who become sick, keep 
kids healthy, and better cope with stress. 


Community- and faith-based organizations, employers, healthcare systems 
and providers, public health agencies, policy makers, and others all 
contribute to promoting fair access to health. To prevent the spread of 
COVID-19, we must work together to ensure that people have resources to 
maintain and manage their physical and mental health, including easy 
access to information, affordable testing, and medical and mental health 
care. We need programs and practices that fit the communities where 
racial, and minority groups live, learn, work, play, and worship. ? 


° Centers for Disease Control and Prevention (CDC), “Health Equity Considerations and Racial 
and Ethnic Minority Groups,” https://www.cdc.gov/coronavirus/2019-ncov/community/health-equity/race- 
ethnicity.html (accessed February 10, 2021). 
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CHAPTER 2 
THE CHALLENGE 


The Problem 
There are four main challenges in the community: 
Stigma. This remains a significant issue that seems to have deep roots. 
When the man of Gadara said his name was “Legion ... because we are 
many,” his comment suggests the countless individuals in every age, 
whose mental dysfunction causes fear, rejection, or shame, and to which 


we tend to respond with the same few measures no more adequate for our 
time than his.'° 


Incarceration. “A fine line exists between the criminal violation of the law and 
behavior criminalized because law enforcement agonies have had no other resources for 
handling persons whose actions resulted from mental illness symptoms that affect 
thinking, perceptions and behavior.”!! 

Deinstitutionalization. The United States and some other nations have moved 
towards deinstitutionalizing people with a mental health condition, which has focused on 
“warehousing.” However, it has caused another problem. There is an inadequate number 


of community-based mental health programs to care for those removed from hospitals. 


‘0 United Methodist Church, “Ministries in Mental Illness,” September 9, 2019, 
https://www.umc.org/en/ https://www.umc.org/en/content/ministries-in-mental-illness content/ministries- 
in-mental-illness (accessed September 15). 


"! Thid. 
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Therefore, the streets or prisons have become the substitute for a hospital ward for too 
many people.” 

Misunderstanding of Faith. As a pastor, I know that mental illness can challenge a 
person’s theological core. Sometimes our concepts of sin and forgiveness are 
inappropriately applied in ways that heighten paranoia and clinical depression. Exercise 
great care when ministering to those “whose mental illness results in exaggerated self- 
negation.” 

Risk Factors 

Some of the many unfair conditions in social determinants of health that put racial 
and ethnic minority groups at increased risk of getting sick and dying from COVID-19 
include: 

Discrimination: The level of disparity continues to exist within the system of the 
medical profession. The questionable areas exist across health care, housing, education, 
criminal justice, and finance. Unequal treatment leads to toxic stress and the social and 
economic climate minimize the attention given to minority groups during COVID-19." 

Healthcare access and utilization: People from some racial and ethnic minority 
groups are more likely to be uninsured than non-Hispanic whites.'> Also, access to health 


care can find hindrances when ethnic groups are challenged with child care or the ability 


"2 Tbid. 
3 Tbid. 


4 Eboni G. Price-Haygood, Jeffrey Burton, Daniel Fort, and Leonardo Seoane, “Hospitalization 
and Mortality among Black Patients and White Patients with Covid-19,” The New England Journal of 
Medicine 382, no. 26 (Jun 2020): 2534-43, DOI: https://doi.org/10.1056/nejmsa201 1686. 


'S Edward R. Berchick, Jessica C. Barnett, and Rachel D. Upton, Health Insurance Coverage in 


the United States: 2018, Current Population Reports, P60-267(RV) (Washington, DC: U.S. Government 
Printing Office, 2019). 
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to take off work; transportation issues; communication barriers; and cultural differences 
between the client and services providers.'° The pain of silence takes the forefront in the 
minds of the minority groups because of the distrust established with the health care 
systems presented in present time and historically.'’ 

Occupation: People from some racial and ethnic minority groups are 
disproportionately represented in essential work settings such as healthcare facilities, 
farms, factories, grocery stores, and public transportation.'* These work settings offer the 
chance for continued employment activity but the tradeoff is greater exposure to the 
virus. During the COVID-19 pandemic, close contact for long periods of time is one of 
the prohibited declarations of the CDC. Employers that are not considering the safety of 
their workers (working from home and having paid sick days) are an endangerment to the 
society.'? 

Education, income, and wealth gaps: The education gaps have deprived the 
minority community from excelling in the fields of academia documented by the low rate 


of high school completion and the roadblocks to college entry. No education leads to 


'6 Institute of Medicine, Care without Coverage: Too Little, Too Late (Washington, DC: National 
Academies Press, 2002), DOI: https://doi.org/10.17226/10367. 


'7 U.S. National Library of Medicine, “Native Voices: Timeline: Government Admits Forced 
Sterilization of Indian Women,” https://www.nlm.nih.gov/nativevoices/timeline/543.html (accessed 
February 10, 2021). 


'8 U.S. Bureau of Labor Statistics, “Labor Force Characteristics by Race and Ethnicity,” 
https://www.bls.gov/opub/reports/race-and-ethnicity/2018/home.htmexternal icon (accessed February 10, 
2021). 


'9 Elise Gould and Valerie Wilson, “Black Workers Face Two of the Most Lethal Preexisting 
Conditions for Coronavirus—Racism and Economic Inequality,” Economic Policy Institute [online], June 
1, 2020, https://www.epi.org/publication/black-workers-covid/ (accessed February 10, 2021). 
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limited employment opportunities, low paying jobs, and less stable jobs.”° Limited job 
possibilities remove the tractability for placement away from employments with high risk 
exposure to the virus that produces COVID-19. Essential needs bring hardship to 
personnel in this position. It is a critical situation when you must decide whether to call in 
sick because missing a day of work is not an option you can afford. 

Housing: Crowded housing conditions are commonplace among the minorities 
within communities. Some homes are holding multiple generations making it difficult to 
adhere to the strategies of prevention. Also, growing and disproportionate unemployment 
rates for some racial and ethnic minority groups during the COVID-19 pandemic may 
lead to a high case of house sharing and ultimately homelessness.”! 

Notwithstanding the efforts to reduce the racial-ethnic disparities in mental health 
care, African Americans, compared with white Americans, underutilize traditional mental 
health services. Discouragingly, the 2009 National Healthcare Disparities Report suggest 
a disparity between African Americans and whites being treated for depression. One of 
the many factors surrounding African American underutilization of mental health 
services are the stigmas that are historically and continuing to be attached. Stigmas of 
distrust of providers, and barriers to access, such as lack of insurance. Given the 
debilitating nature of mental disorders, especially among African Americans, the need to 
solve the issue of utilization of mental health service in the black community is urgent. 

Years of “constant dehumanization, oppression, and violence against Black and 


African American people have evolved into present-day racism—structural, institutional, 


0 The Annie E. Casey Foundation, “Unequal Opportunities in Education,” 
https://www.aecf.org/m/resourcedoc/aecf-racemattersEDUCA TION-2006.pdfpdf icon. 
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and individual”—and domesticate a community that exists under the cloud of mistrust 
based on a series of disparities within the delivery structure of health care. COVID-19 
adds to this mountain of “uncertainty, isolation, grief from financial or human losses, 
police brutality, political rhetoric and its fetishization in the news media.” 7 

The medical system has damaged the approach to help-seeking behavior which 
often begins with faith-based outreach. However, Mental Health America screening data 
shows that African American people who screen positive for depression self-identify, 
seeking help above the comments and expectations of the general populations. 
Regretfully, African American behavioral health providers are a minute number within 
the workforce. African Americans bring the ability to best serve the help-seekers and 
provide effective care. This factor heightens the likelihood of African American persons 
experiencing chronic and persistent, rather than episodic, mental health conditions. 
However, hope for recovery should remain when these issues receive attention—which 
can be assisted by the willing partnership between faith-based (churches), policymakers 
who effect the health care system and local companies (community) concerned about the 
need to eliminate inequities in mental health services. 


Treatment Statistics: 


Demographics/Societal Issues reported by the Census Bureau 


13.4 percent of the U.S. population, or nearly 46 million people, identify 
themselves as Black or African American and another 2.7 percent 
identified as multiracial. According to the most recent Census data 
available, 55 percent of all Black and African American people lived in 
the South, 18 percent lived in the Midwest, 17 percent in the Northeast, 


2 Mental Health America, “Black & African American Communities and Mental Health,” 
mentalhealthamerica.net, January 30, 2019, http://www.mentalhealthamerica.net/african-american-mental- 
health (accessed February 19, 2019). 
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and 10 percent in the West. The Black immigrant population in the U.S. 
increased from 816,000 in 1980 to over 4.2 million by 2016. Thirty-nine 
percent were from Africa and nearly half were from the Caribbean. 
Overall, 24 percent of Black and African American people have a 
bachelor’s degree or higher as of 2017. More than | in 5 Black and 
African American people in the U.S. lived in poverty as of 2018. Women 
are the heads of household in roughly 30 percent of Black and African 
American homes, compared to 9 percent of white homes. 


The preponderance reported by the Center of Disease Control: 


Black and African American people living below poverty are twice more 
likely to report serious psychological distress than those living over 2x the 
poverty level. Adult Blacks and African Americans are more likely to 
have feelings of sadness, hopelessness, and worthlessness than adult 
whites. Blacks and African Americans are less likely than white people to 
die from suicide at all ages. However, Black and African American 
teenagers are more likely to attempt suicide than White teenagers (9.8 
percent v. 6.1 percent). 


According to SAMHSA’s 2018 National Survey on Drug Use and Health: 


Sixteen percent (4.8 million) of Black and African American people 
reported having a mental illness, and 22.4 percent of those (1.1 million 
people) reported a serious mental illness over the past year. Serious mental 
illness (SMI) rose among all ages of Black and African American people 
between 2008 and 2018. Despite rates being less than the overall U.S. 
population, major depressive episodes increased from 9 percent to10.3 
percent in Black and African American youth ages 12-17, 6.1 percent to 
9.4 percent in young adults 18-25, and 5.7 percent to 6.3 percent in the 26- 
49 age range between 2015 and 2018. Suicidal thoughts, plans, and 
attempts are also rising among Black and African American young adults. 
While still lower than the overall U.S. population aged 18-25, 9.5 percent 
(439,000) of Black and African American 18-25-year-olds had serious 
thoughts of suicide in 2018, compared to 6 percent (277,000) in 2008. 3.6 
percent (166,000) made a plan in 2018, compared to 2.1 percent (96,000) 
in 2008, and 2.4 percent (111,000) made an attempt in 2018, compared to 
1.5 percent (70,000) in 2008. Binge drinking, smoking (cigarettes and 
marijuana), illicit drug use and prescription pain reliever misuse are more 


4 United States Census Bureau, Quick Facts, “Population Estimates, July 1, 2019 (V2019),” 
https://www.census. gov/quickfacts/fact/table/US/PST 120219 (accessed February 10, 2021). 


5 Center for Disease Control and Prevention (CDC), ‘High School Youth Risk Behavior Survey 
Data, 2019,” https://nccd.cdce.gov/Y outhonline/App/Default.aspx (accessed February 10, 2021). 
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frequent among Black and African American adults with mental 
illnesses.” 


Attitudes 


According to a study conducted by Ward, Wiltshire, Detry, and Brown in 2013: 


Black and African American hold beliefs related to stigma, psychological 
openness, and help-seeking, which in turn affects their coping behaviors. 
The participants in this study were not very open to acknowledging 
psychological problems, but they were somewhat open to seek mental 
health services. Thirty percent of participants reported having a mental 
illness or receiving treatment for a mental illness. Black and African 
American men are particularly concerned about stigma. Cohort effects, 
exposure to mental illness, and increased knowledge of mental illness are 
factors that could potentially change beliefs about symptoms of mental 
illness. Participants appeared apprehensive about seeking professional 
help for mental health issues, which is consistent with previous research. 
However, participants were willing to seek out some form of help.?’ 


Treatment Issues 


Schizophrenia is the diagnosis normally given to Blacks while mood disorders are 
often given to whites with the same symptoms and medication is presented at a more 
comfortable cost.” 

Jails and prison are over-represented with Blacks making up 13 percent of the 


U.S. population but nearly 40 percent of the prison population.” 


76 U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services 
Administration (SAMHSA), “2018 National Survey on Drug Use and Health: African Americans,” 
https://www.samhsa.gov/data/sites/default/files/reports/rpt23247/2_AfricanAmerican_2020_01_14_508.pd 
f. 


27 Farlise C. Ward, Jacqueline C. Wiltshire, Michelle A. Detry, and Roger L. Brown, “African 
American Men and Women’s Attitude toward Mental Illness, Perceptions of Stigma, and Preferred Coping 
Behaviors,” Nursing Research 62 no. 3 (2013): 185-194, DOI: 10.1097/NNR.0b013e31827bf533. 


8 American Psychiatric Association, “Mental Health Disparities: African Americans,” 
https://www. psychiatry .org/File percent20Library/Psychiatrists/Cultural-Competency/Mental-Health- 
Disparities/Mental-Health-Facts-for-African-Americans.pdf. 


?° Prison Policy Initiative, “United States Profile: Racial and Ethnic Disparities in Prisons and 
Jails,” https://www.prisonpolicy.org/profiles/US .html#disparities (accessed February 10, 2021). 
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In 2016 the Bureau of Justice posted: 


The imprisonment rate for Black and African American men (2,417 per 
100,000 Black male residents) was more than 6 times greater than that for 
white men (401 per 100,000 white male residents) and the imprisonment 
rate for Black and African American women (97 per 100,000 Black and 
African American female residents) was almost double that for white 
women (49 per 100,000 white female residents). Black and African 
American people with mental health conditions, specifically those 
involving psychosis, are more likely to be in jail or prison than people of 
other races. *° 


African American mental health care practitioners find themselves scrutinized by 
the American Psychological Association because less than two percent of their members 
are African Americans. This lack brings about concern if the ability exists in the mental 
health care practitioners to be culturally competent enough to treat their specific issues of 
the minority community.*! 

African Americans rarely talk about mental conditions even among family 
because of the fears of judgment and stigma that we discussed. Mild depression, anxiety 
and mood disorders are believed to be on the list of “crazy” in their circles. Therefore, 
silence is golden and protective.» 


Access/Insurance 


Disparities in access to care and treatment for Black and African 
American people have also persisted over time. While the implementation 
of the Affordable Care Act has helped to close the gap in uninsured 
individuals, 11.5 percent of Black and African Americans, versus 7.5 


30 U.S. Department of Justice, Bureau of Justice Statistics, “Prisoners in 2016,” 
https://www.bjs.gov/content/pub/pdf/p 16.pdf (accessed February 10, 2021). 


3! American Psychological Association, “Demographic Characteristics of APA Members by 
Membership Characteristics,” https://www.apa.org/workforce/publications/17-member-profiles/table- 1 .pdf. 


32 Monica T. Williams, “Why African Americans Avoid Psychotherapy,” Psychology Today, 


November 2, 2001, https://www.psychologytoday.com/us/blog/culturally-speaking/201 11 1/why-african- 
americans-avoid-psychotherapy (accessed February 10, 2021). 


20 


percent of white Americans were still uninsured in 2018.* In 2018, 58.2 
percent of Black and African American young adults 18-25 and 50.1 
percent of adults 26-49 with serious mental illness did NOT receive 
treatment. Nearly 90 percent of Black and African American people over 
the age of 12 with a substance use disorder did NOT receive treatment. In 
2016, 12.3 percent of Black and African American adults who had a 
doctor’s office or clinic visit over the past year had difficulty getting 
needed care, tests or treatment compared to 6.8 percent of white adults.** 


African Americans have given great attention to church-based health promotion 
programs which may prove a source to help improve disparities. Mental Health America 
defines church-based health promotion consists of “a large-scale effort by the church 
community to improve the health of its members through any combination of education, 
screening, referral, treatment, and group support.”*> The Black Church has the capacity to 
blanket the community as it encompasses the seven predominantly African American 
denominations of the Christian faith. The Black Church is a trusted, central institution in 
many African American communities that have been utilized as a distribution post for the 
delivery of health, social, civic, and political services. This setting has a success record, 
as it addresses the disparities in health conditions as follows: cancer, diabetes, obesity, 


cardiovascular disease and hypertension, asthma, and HIV/AIDS.* 


33 Samantha Artiga, Kendal Orgera, and Anthony Damico, “Changes in Health Coverage by Race 
and Ethnicity since the ACA, 2010-2018,” kffiorg, March 05, 2020, https://www.kff.org/disparities- 
policy/issue-brief/changes-in-health-coverage-by-race-and-ethnicity-since-the-aca-2010-2018/ (accessed 
February 11, 2021). 


34U.S. Department of Health and Human Services, Agency for Healthcare Research and Quality, 
National Healthcare Quality and Disparities Report 2018, 
https://www.ahrq.gov/sites/default/files/wysiwyg/research/findings/nhqrdr/2018qdr.pdf. 


35 Sidney H. Hankerson, A. Myrna, and M. Weissman, “Church-Based Health Programs for 
Mental Disorders among African Americans: A Review,” Psychiatry Online, March 1, 2012, 
https://doi.org/10.1176/appi.ps.201100216 (accessed February 11, 2021). 
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A systematic review of 53 health programs in faith-based organizations from 
1990 to 2000 to determine these programs’ effectiveness in providing health care services 
concluded that faith-based programs could succeed in bettering outcomes surrounding 
health.*’ 


Use of Ministers for Personal Problems 


The clergy or minister has become a valued part of American problem-solving. 
Research shows thirty-nine percent of American who feel they have a serious problem 
will seek help for the clergy.** This percentage is greater than those who will solicit help 
from psychiatrists, psychologists, doctors, marriage counselors, or social workers. Clergy 
are consulted for various psychological concerns; most are in the sphere of their religious 
training for ministry. 

There are advantages for the poor to use clergy for personal problems. Clergy are 
different when it comes to financial compensation which is distinct from other 
professional counselors. The expenses for treatment are a significant barrier that prevents 
many from seeking help from traditional mental health workers.*” There are advantages 
for the poor to used clergy for personal problems. Clergy are different when it comes to 


financial compensation which is distinct from other professional counselors. The 


37 National Alliance on Mental Illness, “African American Mental Health,” nami.org, January 30, 
2019, https://www.nami.org/find-support/diverse-communities/african-americans (accessed February 19, 
2019). 
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expenses for treatment are a significant barrier and prevents many from seeking help 
from traditional mental health workers.” 

Distinct from other professional assistance sources, the church and its clergy 
normally serve without a charge. Churches are not set up for business but ministry or 
service to the community. This is attractive to African Americans in need because it 
erases a deterrent to getting help that is so desperately needed. There is a considerable 
amount of unmet debt in the African American community and the economic disparities 
in health care continue to promote a significant climb in the future. Therefore, clergy 
services to the community serve as an alternative to making a debt that most likely will 
not be paid.*! The clergy are indebted to the administrative professional services and are 
expected to make personal visits to those in need (visits to the sick in the home, the 
hospital and prison). These “house calls” are mainly facilitated with great success 
because of the rapport established through fellowship in a church setting or by connection 
through community functions. 

Neighbors, Jackson, Bowman, and Gurin’s article “Stress, Coping, and Black 
Mental Health,” on the help-seeking process among black Americans, specifically the use 
of ministers, showed that clergy were frequent sources of help for people facing serious 
personal problems. Clergy were significantly more likely to be contacted when the 


personal problem involved bereavement and grieving.” Finally, a recent analysis of black 


4 Harold W. Neighbors, “Seeking Professional Help for Personal Problems: Black Americans’ 
Use of Health and Mental Health Services,” Community Mental Health Journal 21, no. 3 (Fall 1985): 156- 
166. 


41 Veroff, Douvan, and Kulka, Inner American. 
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Americans found that women had fewer issues with seeking assistance from a 
professional clergy.* If the minister was seen first then the need for other counseling 
services was removed, especially if the problem was in the sphere of clergy professional 
training (death, illness, or emotional adjustment issues). Referrals would come from those 
who used only one source of aid (clergy) and were satisfied to their family and friends, 
boosting the appreciation for clergy services. The most common forms of assistance from 
a minister involved socioemotional support and engagement in religious activities. 
The Role of Clergy in Mental Health Services Delivery 

While the role of the clergy is vital, a problem yet exists in the systematic 
interface between the church and the mental health services health delivery system, 
including black ministers’ roles regarding the formal mental health system.“ Clergy 
frequently function as gatekeepers to the mental health services system and traditionally 
have played a role in the delivery of mental health services. However, the problem is lack 
of knowledge and connection to the system that would provide referrals to clinicians and 
relevant factors needed about the referrals.* 

Clergy give advice and counsel on a broad area of personal problems, (alcohol 
and other forms of substance abuse, depression, marital and family conflict, teenage 
pregnancy, unemployment, and legal problems). Comparing the types of clients 


encountered by clergy and mental health practitioners indicates that clergy and mental 


4 Harold W. Neighbors, M. A. Musick and D. R. Williams, “The African American Minister as a 
Source of Help for Serious Personal Crises: Bridge or Barrier to Mental Health Care?,” Health Education 
and Behavior 25, no 6 (December 1998): 759-777. 
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health practitioners both encounter the same type and severity of psychiatric problems.* 
However, because clergy are a heterogeneous group with respect to education and 
training, their counseling and services referral practices are not uniform. Professional 
instruction for counseling basic life skills (marital relationship problems) in the 
postgraduate education for clergy is minimal, and even less in the area of mental health 
care. 

According to Bentz, clergy are valued greatly if they possess the ability to identify 
serious mental health problems and are willing to refer them to professional mental health 
practitioners. The line of willingness is drawn by the interest and ascertaining of training 
among the clergy. We have established the pull upon clergy to address issues of 
psychopathology that they may not be familiar with and this necessitates the need for a 
referral system.*’ Unfortunately, psychotic symptoms are underestimated frequently by 
clergy whereas assistance from mental health practitioners (physicians, psychologists, 
social workers, psychiatric nurses) can provide proper treatment for what might be a 
severe problem.** Given their religious and ministerial training, clergy may interpret 
mental or emotional problems and symptoms in purely religious terms. 

The American Journal of Psychiatry asked for continued studies to be conducted 


because of the small sample size obtained for clergy and health professional relations. 


46 David B. Larson, Ann A. Hohmann, Larry G. Kessler, Keith G. Meador, Jeffrey H. Boyd, and 
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This request was over 20 years ago, and we are still in need of more recent research along 
these lines to farther the understanding of clergy (church) and mental health practices. As 
it stands, referrals from clergy to mental health professional are estimated at only ten 
percent of their client interaction.” Generally, ministers are unfamiliar with standard 
referral procedures and the availability of services offered at community health centers 
and university clinics.*° This lack of awareness supports the possibility of less formal 
education which leads the clergy to endorse a more conservative theological stance when 
trying to treat people with symptoms of psychiatric disorders. However, pastoral care and 
counseling has improved in the curriculum of ministerial training, which suggest a 
growing recognition of the importance of how we approach members with mental health 
needs. 

Mollica wrote in the American Journal of Psychiatry that a study showed that 
black ministers were more heavily involved in counseling. This is encouraging because 
of the growing need within the African American community. Educated and involved 
clergy will refer parishioners to community mental health professionals at a level that 


could make a difference.*! 


Henry A. Virkler, “Counseling Demands, Procedures, and Preparation of Parish Ministers: A 
Descriptive Study,” Journal of Psychology and Theology 7, no. 4 (1979): 271-280. 
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Mental Health Services Delivery in Faith Communities 

Religious institutions have an extensive history serving their community through 
service delivery. Classic studies have shown a remarkably diverse group of community 
programs to feed unemployed people, free health clinics, recreational activities, and 
childcare programs. The tradition is yet alive providing resources and opportunities that 
are inaccessible to African Americans from mainstream institutions and can be utilized 
properly for mental health partnership. 


Potential Obstacles 


There are many exciting possibilities for linking social work/medical 
professionals’ practice with the work of the clergy. However, it is important to recognize 
that obstacles may prohibit the development of effective partnerships between social 
workers/medical professionals and ministers. A fundamental barrier to these partnerships 
is the potential for conflicts in perspectives and values held by professional social 
work/medical science and religious institutions. Social work/medical science and 
religious institutions share many common goals and orientations regarding providing 
support and services to individuals, families, and communities. However, there are 
potential differences in how they define behaviors—as illness or as moral limitations— 
and given that definition, the appropriate measures to be pursued to ameliorate the 
condition.*? 

There is the potential for conflict over territory encroachment issues and the 


appropriate roles of clergy versus social work/medical professionals. The human services 


>? Robert J. Taylor, Christopher G. Ellison, Linda M. Chatters, Jeffrey S. Levin, and Karen D. 
Lincoln, “Mental Health Services in Faith Communities: The Role of Clergy in Black Churches, ” Social 
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professions often have viewed religious institutions as adversaries, despite their history of 
providing for individuals and communities’ physical and mental health. There must be an 
acknowledgment of the respect that passes from the professional and the religious 
institution. Religious institutions have a tradition of providing for the spiritual and social 
welfare of African Americans; established relationships with individuals, their families 
and other foundations in the black community. The church also has what the social 
worker does not, a distinct organizational structure and leadership characteristics. 
Appreciation for these qualities must not be sacrificed or underestimated. Doing so would 
overlook key individuals and important resources available in Black churches, and hinder 
efforts to create effective collaborative partnerships. 

There is the potential of conflict over several difficult ethical issues. Debates over 
basic beliefs, values, and the goals of programs present a serious challenge to church- 
social work partnerships. Finally, church-social work partnerships present complicated 
issues of confidentiality and privileged communication among church members, 
ministers, and social workers. Faced with these important issues, social workers and 
clergy will have to find ways to resolve these differences, at the same time preserving and 
strengthening their partnership. 

Church Attitude 
Within the institution of the church proper there is the need to apply the phrase 


used by many companies, “We did it first and we do it better!” When it comes to serving 


% Taylor, Ellison, Chatters, Levin, and Lincoln, “Mental Health Services,” 73-87. 
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the whole person, the church should have a holistic approach to caring and relating to 
others. 

Interest in holistic health, holistic care, holistic medicine, behavioral medicine, 
and the like has blossomed recently as many from the medical and scientific world have 
sought to understand and treat the whole person. We should not minimize these 20th- 
century developments in holism by secular specialists. However, a complete picture of 
the history of holism and holistic care must include the seminal teachings and practices of 
the Judeo-Christian tradition. Jesus Christ taught and practiced a holistic approach to 
ministry. Earlier, the Old Testament writers emphasized the unity of the person. Despite 
the unquestioned usefulness of the modern secular holistic theories, the biblical tradition 
was there when the holistic trust began and can make the audacious claim to be “the best” 
at serving humanity.* 

The church attitude towards caring should be a relationship that touches the whole 
person. It is not limited to the physical, or the mental, or the social, or the emotional, or 
the spiritual. A church-based program follows the example of Jesus Christ and cannot 
avoid being holistic to the best of its abilities. Church-based caregivers understand that 
the whole person needs ministry.*° 


SWOT 


A major strength for the project’s success is that the site team is committed to the 


planning, organizing and function of the proposal. The team consists of the following 
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members: Tira Mays, MJ, Ed. M, Government Programs Coordination and Financial 
Counseling Department at Broadlawn Medical Center; Dr. Yogesh Shah, MD, MPH, 
FAAFP, Chief Medical Officer and VP of Medical Affairs, Broadlawn Medical Center : 
Wayne Ford, Community Liaison, Broadlawn Medical Center, Caryn Farmer, Linda 
Carter-Lewis, NAACP and President of Woman Auxiliary of Central District Baptist 
Association : Kenneth L. Ratliff, Community Consultant, Des Moines University; 
Jacqueline Easley, Community Liaison, Mercy One, Des Moines Medical Center. The 
resume for the site team includes individuals who are presently servicing people with 
mental health needs, substance abuse struggles, persons needing financial assistance for 
health care, community resources, men and women who sought protection from a 
domestic partner, families who may have lost a loved one (grief counseling) and those 
who are dealing with a family member who may be at the end stages of life. 

Another strength is the African American Church and its ability to provide a 
“Safe Space.” During the decades of slavery, African Americans relied heavily on their 
churches for refuge, a spiritual foundation and as a source of religious enrichment and 
secular development. The religious community offered a catharsis for African Americans. 
The church has been the one place where people of color can come together for praise, 
worship and healing. 

Organized politically and spiritually, Black churches were not only given to the 
teachings of Christianity, but they were faithfully relied upon to address the specific 
issues which affected their members. For many African American Christians, regardless 
of their denominational differences, Black churches have always represented their 


religion, community, and home. Corinthian Baptist Church, specifically, is centrally 
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located between downtown Des Moines and the inner city. The church is also on the bus 
line which makes it easily accessible for individuals who do not have reliable personal 
transportation. The church is focused on community and community engagement. 
Activities that the church is currently hosting includes: post-traumatic stress group for 
veterans, computer class for seniors; annual blood drive, voter registration, hosting 
community conversations with law enforcement, human services, NAACP panel 
discussions, food distribution, clothing distribution and the free medical clinic. The 
church has sufficient space for classes and other community activities, including a 
gymnasium and a computer lab. 

An area of weakness for the church is better marketing of services that are 
provided by sharing information with other non-profit organizations and churches. There 
remains a disconnect among the Black church and clergy that needs bridging in order to 
acquire the vocal call of health within the community. Another weakness may come in 
the form of the clients who may not buy into the mission of health. It will be the 
responsibility of the collaboration team to create an atmosphere of recovery, deliverance, 
hope and life for those who are concerned about their future quality of living. 

The church has many opportunities to address the holistic needs of the 
community: 

Physical Health. The church currently has a clinic. By increasing the hours of the 
clinic and offering preventive care and routine appointments, we can reduce emergency 
room visits, thus decreasing medical costs. The clinic operates as part of the Free Clinics 
of Iowa, which opens for service every Saturday from 9 am-12 pm. The clinic presently 


serves an average of 20-25 people for varies illnesses and medical assistance, including 
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physicals for employment or school. Medical students and interns from Broadlawns 
Hospital, Mercy Hospital, and of Des Moines University, and Osteopathic Medical 
Center all give their service. 

Mental Health. African Americans traditionally have an adverse reaction when 
you begin to talk about mental health. By opening a conversation, removing stigma 
around mental health and changing the language, the church has an opportunity to begin 
community conversations where individuals come in as groups and share challenges and 
concerns they are facing. Others share testimonies on how they have used mental health 
services to process through life challenges. After community conversations begin, the 
church can then offer one-on-one coaching sessions (therapy) and support groups for 
individuals to discuss challenges, strengths and develop goals. The number of churches 
offering the “safe space” that are currently working with this population in Polk County 
is zero. This is a fresh approach to this problem. 

Other services. As the church begins to address the physical and mental health 
needs of the community, it can also begin to address other challenges that may impact 
stability and self-sufficiency. 

Some major threats are unemployment and the lack of education. Individuals are 
not able to focus on their basic health because they are concerned with how they are 
going to feed their families. Another threat that must be faced is with budgeting. Funds 


will be needed to cover the cost of the professional services. 
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CHAPTER 3 
BARRIERS AND DISTORTIONS 


Misinformation and misdirected education, stigma, and ignorance make up the 
fundamental foundational barriers and distortions (cognitive and physiological) of 
African Americans toward mental health. We must begin with the correct information 
and education as to what the mind is. People generally consider the head (with its brain) 
to be the center and director of individual human thought and activity. Of all the creatures 
God Almighty made, the human being is the highest and most complex. Man possesses a 
likeness to God Almighty in their intelligence because man was created with a spirit, 
mind, emotions, and the power of choice. This means that Adam and Eve (the progenitors 
of humanity) were not products of evolution (slow, progressive development of life from 
the simplest cellular existence to the complex, intelligent, independent statue of a human 
being). 

The mind is the reasoning faculty of man. In the Bible, the word heart often 
means mind (Psalm 19:14). The heart is the center of one’s existence, including emotions 
(Gen. 42:28), wisdom, or skill (Ex. 35:35), and even physical life (Deut. 6:5). A person 
acts and speaks from the heart, so he should guard it carefully (Matthew 15:18-19).°’ So, 


it is the maintenance of the “heart” and/or “mind” that we refer to when we espouse 
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mental health. When the Bible refers to the heart as the center of our being, “out of it are 
the issues of life” (Proverbs 4:23; Luke 6:45). 

The heart is the center of the intellect. The Bible describes people knowing (Deut. 
8:5), praying (1 Samuel 1:12-13), and meditating in their hearts (Psalm 19:16). Man is 
also able to hide God’s Word in their hearts (Psalm 119:11), devise plans (Psalm 140:2), 
and retain God’s Word there (Proverbs 4:21). Individuals can think (Mark 2:8), doubt 
(Mark 11:23), ponder (Luke 2:19), believe (Rom 10:9), and sing in their hearts (Eph. 
5:19). All these heart abilities involve the mind, giving the urgency to our subject that we 
must maintain the heart/mind (mental health) every attention and opportunity to operate 
healthily. 

Vine’s Dictionary defines “mind” as: 


As a noun is nous (nooce) and means the intellect, i.e., mind (divine in 
human, in thought, feeling, or will, (by implication) meaning — mind, 
understanding nouns meaning the mind: 1- as the seat of emotions and 
affections, mode of thinking and feeling, disposition, moral inclination, 
equivalent to the heart (Ro. 1:28; 12:2; 1 Corin. 1:10; Eph. 4:17, 23; 
Col.2:18; 1 Tim. 6:5; 2 Tim. 3:8; Tit. 1:15) firmness or presence of mind 
(2 Th. 2:2); implying heart, reason, conscience, or opposition to fleshly 
appetites (Ro. 7:23, 25). 2- Understanding, intellect (Luke 24:45; 1 Cor. 
14:14, 15, 19; Php. 4:7; Rev. 13:18). 3- Metonymically for what is in 
mind, though, counsel, purpose, opinion, of God or Christ (Rom. 11:34; 1 
Cor. 2:16); of men (Rom. 14:5). 4- Metaphorically of things: sense, 
meaning (Rev. 17:9). 


The mind by definition as a verb is phroneo (fron-eh’-o) to exercise the 
mind, 1.e., entertain or have a sentiment or opinion; by implication to be 
(mentally) disposed of (more or less earnestly in a certain direction); 
intensive to interest oneself in (with concern or obedience) — care, be like- 
minded, (be, have, be of one, be of the same, set, let this) mind (full, on), 
observe, think, understand. 1- Generally, to be of an opinion, to consider 
(Acts 28:22; Rom. 12:3,16; 1 Cor. 4:6; 13:11; Gal 5:10; Php. 1:77). Used 
of time, to regard, keep (Rom. 14:6). 2- To think, in the sense of having a 
particular mindset or attitude. Generally (Php. 2:5; 3:15). 3- To set one’s 
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mind on, to be devoted to (Matt. 16:23; Mark 8:33; Rom. 8:5; Php. 3:19; 
4:10; Col. 3:2). 


Most pertinent to our discussion and dissertation on this issue of mental health is 
sophroneo (so-fron-eh’-o) to be of sound mind, 1.e., same (figurative) moderate: be in 
right (of sound) mind, be serious, be sober-minded, soberly. Alternatively, in one’s right 
mind, sober-minded (sozo, ‘to save,’ phren, ‘the mind’) Mic. 5:15; Luke 8:35. 

As we have argued for the interchangeability of the mind and heart as the inner- 
man’s seat, let us here also define heart. “By an easy transition of the heart (Greek kardia) 
came to stand for man’s entire mental and moral activity, both the rational and the 
emotional elements. The heart is used figuratively for the hidden springs of personal life. 
The Bible describes human depravity as in the ‘heart’ because sin is a principle that has 
its seat in the center of man’s inward life and then ‘defiles’ the whole circuit of his action, 
Matt. 15:19-20. The heart, as lying deep within, contains ‘the hidden man,’ | Pet. 3:4, the 
real man. The heart denotes (a) the seat of physical life, Acts 14:17; James 5:5; (b) the 
seat of moral nature and spiritual life, the seat of grief, John 14:1; Rom. 9:2; 2 Cor. 2:4; 
joy, John 16:22; Eph. 5:19; the desires, Matt. 5:28; 2 Pet. 2:14; the affections, Luke 
24:32; Acts 21:13; the perceptions, John 12:40; Eph. 4:18; the thoughts, Matt. 9:4; Heb. 
4:12; the understanding, Matt. 13:15; Rom. 1:21; the reasoning powers, Mark 2:6; Luke 
24:38; the imagination, Luke 1:51; conscience, Acts 2:37; 1 John 3:20; the intensions, 


Heb. 4:12; 1 Pet. 4:1; purpose, Acts 11:23; 2 Cor. 9:7; the will, Rom. 6:17; Col. 3:15; 
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faith, Mark 11:23; Rom. 10:10; Heb. 3:12. In its moral significance in the OT, the heart 
includes the emotions, the reason, and the wiill.’®! 

The heart is the center of emotions. The Bible speaks about the glad heart (Ex. 
4:14), the loving heart (Deut. 6:5), the fearful heart (Joshua 5:1), the courageous heart 
(Ps. 27:14), the repentant heart (Ps. 51:17), the anxious heart (Prov. 12:25), the angry 
heart (Pr. 19:3), the revived heart, (Is. 57:15), the anguished heart (Jer. 4:19; Rom. 9:2), 
the delighted heart (Jer. 15:16), the grieving heart (Lam. 2:18), the humble heart (Matt. 
11:29), the excited and burning heart (Lk. 24:32) and the troubled heart (John 14:11). All 
these actions of the heart are basically emotional in nature.® 

The heart is also the center of the human will be defined as one’s desire, 
motivation, purpose, determination, or ability to choose. We expand our conversation and 
argument concerning maintaining one’s heart/mind, called secular mental health. A 
thorough understanding of the heart/mind and its complexities gives light to the necessity 
of keeping our heart/mind healthily. Proverbs 4:23 tells us to “keep thy heart [mind] with 
all diligence, for out of it are the issues of life. “The word ‘keep’ is from the Hebrew a 
primitive root natsar (new-tsar’). It means to guard, in a good sense (to protect, maintain, 
obey, etc.) or a bad one (to conceal, etc.). Hence, besieged, crafty, guard, keep (-ing), 
man, observe, preserve, tomb, watch(-er,-man-tower), and as a verb to guard, to keep, to 


observe, to preserve, to hide. The Word refers to people maintaining things entrusted to 


6! Vine’s Complete Expository Dictionary of Old and New Testament, s.v. “heart.” 
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them. God’s Word is to be kept with our whole hearts [minds] (Ps. 119:69); our hearts 
[minds], in turn, out to be maintained in the right state (Prov. 4:23).”% 

With this understanding, we see that we are commanded to preserve our 
hearts/minds in a good state and to maintain them that way. So, we must expand our 
education in the African-American community and church to help maintain our mental 
health. While the church and the Bible are acceptable and successful resources to help 
maintain our mental health, the Bible does not prohibit seeking help outside of the church 
and the Bible. 

African Americans suffer from stigmas developed as far back as 1414 with the 
implementation of slavery when no less than 10,000 slaves were sold upon the Venetian 
market.“ Rightfully African Americans have looked within for health remedies, which 
have unintentionally created stigmas that have far-reaching effects for those within the 
community who are affected by mental disease or deficiency. 

Recently, we see the stark ramifications of this distortion and stigma, with the 
outbreak of COVID-19 that is exponentially affecting African Americans and 
disproportionately having fatal results in the African-American community. Even in the 
face of death, African Americans are refusing testing and research that could save the 
lives of millions of African Americans worldwide. COVID-19 is evidently a cousin of the 
SARS coronavirus from the early 2000s. This most recent virus is extremely contagious 
and unpredictable. COVID-19 has been like getting a common cold or a mild flu case for 


some who contracted it. Some people did not even realize they were sick until they tested 


3 4MG’s Annotated Strong’s Hebrew Dictionary of the Old Testament, s.v. “keep.” 
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positive. In other cases, however (people of color disproportionately), this coronavirus 
has been devastating, with its victims overloading ICUs all over the world, where they 
are on ventilators to help them breathe and stay alive. Thousands have died—and the 
death toll continues to rise in some areas among certain ethnicities. There have been other 
pandemics, but the world has not seen anything quite so contagious and widespread since 
the late Middle Ages (1347-1351), when the bubonic plague (known as the Black Death) 
swept across Europe and Asia, killing roughly a third of the continent’s population at the 
time. Roughly 75 to 200 million people are believed to have died in the 14th century 
from the Black Death.® 

When this recent coronavirus (COVID-19) was first detected in China, and it 
became clear that it would spread quickly, the world’s health organizations sprang into 
action. In the private sector, health centers launched massive research projects and 
published regularly updated maps of the spreading threat worldwide. Pharmaceutical 
companies have been working on vaccines to counter them. Nevertheless, the African 
American populace will have a problem because of historical social disparity, medical 
mistreatment and trust. 
The Study of Blacks at Tuskegee Institute 

In 1932, the Public Health Service, working with the Tuskegee Institute, initiated 
research to document the historical nature of syphilis. It was called the “Tuskegee Study 
of Untreated Syphilis in the Negro Male.” The study initially involved 600 black men— 


399 with syphilis, 201 who did not have the disease. The most disrespectful part of the 


6 Jenny Howard, “Plague Was One of History’s Deadliest Diseases—Then We Found a Cure,” 
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process was the plain disregard for the patients’ rights to say “no.” Informed consent was 
not necessary, mainly because they were being misinformed about the procedure. They 
thought they were being treated for “bad blood,” a local term used to describe several 
ailments, including syphilis, anemia, and fatigue. In truth, they did not receive the proper 
treatment needed to cure their illness. In exchange for taking part in the study, the men 
received free medical exams, free meals, and burial insurance. Although originally 
projected to last six months, the study lasted for 40 years. 


What Went Wrong with the Study? 


In July 1972, an Associated Press story about the Tuskegee Study caused a public 
outcry that led the Assistant Secretary for Health and Scientific Affairs to appoint an Ad 
Hoc Advisory Panel to review the study. The panel had nine members from medicine, 
law, religion, labor, education, health administration, and public affairs.*’ The panel 
found that the men had agreed freely to be examined and treated. However, there was no 
evidence that researchers had informed them of the study or its real purpose. In fact, the 
men had been misled and had not been given all the facts required to provide informed 
consent. 

The men were never given adequate treatment for their disease. Even when 
penicillin became the drug of choice for syphilis in 1947, researchers did not offer it to 


the subjects. The advisory panel found nothing to show that subjects were ever given the 


6° Center for Disease Control and Prevention (CDC), “U.S. Public Health Service Syphilis Study 
at Tuskegee: The Tuskegee Timeline,” https://www.cdc.gov/tuskegee/timeline.htm (accessed February 11, 
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choice of quitting the study, even when this new, highly effective treatment became 
widely used.® 
Medical Experimentation on African Americans 

In pointing to the lack of underrepresented groups in clinical trials, African 
American mental health professionals encouraged the medical and scientific community 
to look at history to understand the present situations. 

The focus of how we get people of color into the trial—that is a 

researcher’s focus, was the expression. The question asked by the potential 

African American subject is “How can I be sure that this [trial] is actually 

going to ameliorate my health or be positive medical research, not harm 

me, not harm my group by perpetuating a negative stereotype?” 

The belief emphasized that in understanding history, science can move forward. They 
hoped that the “history of experimentation on African Americans could be a part of the 
medical school curriculum.” 

African Americans tend to stay away from certain trials. As a result, African 
Americans are at a disadvantage in the treatment of prostate cancer. “I went to a 
barbershop in Virginia, and a couple of guys were quoting the Tuskegee study, and they 
had their facts confused,” was an account given. 

Awareness of history is important, but it is a double-edged sword. It can 

lead to fear and keep African Americans away from trials, which would 

benefit them and the research community. “Having accurate knowledge of 

the past coupled with an acknowledgment of previous transgressions sets 


the foundation for enhancing cross-cultural relationships,” said Dr. 
Navarro. These relationships build trust and provide opportunities to 
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engage the community to approach our institutions and participate in all 
the services provided.” 


Slave Experiments 


It should be no surprise that experiments were often conducted on human 
chattel during America’s shameful slavery history. The man who was 
considered the father of modern gynecology, J. Marion Sims, conducted 
numerous experiments on female slaves between 1845 and 1849. The 
women, afflicted with vesicovaginal fistulas, a tear between the vagina 
and the bladder, suffered greatly from the condition and were incontinent, 
resulting in societal ostracism. 


Because Sims felt the surgery was “not painful enough to justify the 
trouble,” as he said in an 1857 lecture, he did the operations without 
anesthesia. Being slaves, the women had no say as to whether they wanted 
the procedures or not, and some were subjected to as many as 30 
operations. There are many advocates for Dr. Sims, pointing out that the 
women would have been anxious for any possibility of curing their 
condition and that anesthetics were new and unproven at the time. 
Nevertheless, it is telling that black slaves and not white women, who 
presumably would have been just as anxious, were the subjects of the 
experiments.”! 


Irradiation of Black Cancer Patients 


During the Cold War, the U.S. and the Soviet Union spent much of their 
time figuring out if they could survive a nuclear catastrophe. How much 
radiation could a human body take? This would-be important information 
for the Pentagon to know to protect its soldiers if they were crazy enough 
to start an atomic holocaust. Enter the seeming go-to government choice 
for secret experimentation: unknowing African Americans. 


From 1960 until 1971, Dr. Eugene Saenger, a radiologist at the University 
of Cincinnati, led an experiment exposing 88 cancer patients, poor and 
mostly black, to whole-body radiation, even though he had well 
discredited this sort of treatment for the types of cancer these patients had. 
They were not asked to sign consent forms, nor were they told the 
Pentagon-funded the study. They were told they would be getting 
treatment that might help them. In the period of one hour, patients were 
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exposed to the equivalent of about 20,000 x-rays worth of radiation. 
Nausea, vomiting, severe stomach pain, loss of appetite, and mental 
confusion were the results. A report in 1972 indicated that as many as a 
quarter of the patients died of radiation poisoning. Dr. Saenger recently 
received a gold medal for “career achievements” from the Radiological 
Society of North America. ” 


Dark Medicine 


Under slavery, there was also an extensive network of specialist “negro 
hospitals.” The grimmest of slavery’s institutions, these hospitals were 
often sites of risky medical research and were intricately linked to “negro 
traders” anxious to patch up their “stock” for sale. Large numbers of 
individual doctors routinely advertised in southern newspapers that they 
would pay cash for black people suffering from chronic disease. The fate 
of these trafficked medical subjects, of course, assumed the very worst 
possibilities.” 


Slaves were generally unable to prevent treatments chosen by their owners, and 
physicians could take enormous risks with these patients’ lives. Those risks were all the 
greater when doctors were also the owners of the enslaved patients. The opportunities 
presented by the system of chattel slavery meant that white doctors had at hand an easily 
accessible population upon which they could execute experimental research programs 
and develop new tools, techniques, and medicines. 


White racist attitudes, the enormous traffic in human chattel, and the slave 
regime rationalized and normalized black bodies’ use and abuse. Human 
subject research under American slavery was ultimately nothing unusual. 
In the context of a society defined by dehumanization, impoverishment, 
violent punishment, incarceration, a vigorous trade in human property, 
racialization, and sexual interference, it should come as no surprise that 
human experimentation and the exploitation of enslaved bodies was a 
frequent, widespread and indeed commonplace feature of medical 


” Larry Schwartz, “10 of the Most Evil Medical Experiments Conducted in History,” 
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encounters between physicians and slaves. That was the culture of 
American slavery, and everyday slave patients faced appalling dangers.” 


Ramifications Exposed by the Pandemic 


At the forefront of the COVID-19 pandemic to the Black community worldwide 
is our elderly and dependent (including mental health patients). The pandemic has 
exposed the neglect seen in care facilities. It has shone a spotlight on these facilities, 
especially those within the inner-city and low-income neighborhoods, which house 
people of color disproportionately. Elderly and dependent residents are left soiled and 
unfed, dehydrated, lying listlessly in bed, either fall and/or go unnoticed due to the 
quarantine leaving too many residents and too few staff. Along with these inhuman 
conditions and circumstances, the high number of patients succumbing to the COVID-19 
virus in these facilities are disproportionately people of color. 

The coronavirus pandemic has become a modern tragedy throughout much of the 
world. Still, in the black communities, it has revealed the dark secret that many of our 
elderly and mentally ill residents live out their days in facilities that, while made to look 
pleasant outwardly, are all too frequently places of neglect. While this is not true of all 
such facilities, too many cases are being uncovered (and under-reported) during the 
pandemic that demand both attention and action, as well as accountability to correct this 
grievous wrong. 

How did we permit our governments to plan and implement egregiously 


underfunded systems unable to provide safe, respectful, and dignified care? As a society, 
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we tend to devalue and denigrate the person who cannot care for themselves, develop 
disabilities, or “keep up” with the onslaught of rapid social change. We dislike seeing 
older or disabled faces and bodies. Because many of these people are ethnically Black 
and Brown, we stop listening to their voices and minds. COVID-19 is exposing that our 
long-term care systems are failing because not only are we ageist, but we are 
systematically racist. 

This systematic racism (oppression of Black and Brown people by the powers that 
be) worldwide—especially in the USA—leads to minimizing the funds spent on 
researching, testing, and caring for Black and Brown people who are dependent in one 
way or another. Racism shapes the public attitude toward Black and Brown people and 
their care. Our society has a terrible history and worldview towards its non-Anglo 
citizens, disproportionately affecting those of color who are elderly, disabled, dependent, 
and infirm. We have told ourselves that all is well, but we must correct this error in 
reasoning: it takes training and experience to learn how to develop relationships with 
people of different cultural and ethnic backgrounds, especially when those people are in 
pain, confused, traumatized, or feeling acutely vulnerable, lonely, and frankly scared to 
death. Knowledge and skills are needed to help those who have dementia, support 
physically and mentally frail people, and enhance their social experience and quality of 
life. 

A civil society does not simply tolerate abusing those of different economic, 
social, financial, or ethnic backgrounds. It does not warehouse its aged or dependent 
members conveniently out of sight for any reason, especially not because of their culture, 


race, or nationality. Nevertheless, respect and care for all people with dignity and without 
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partiality—those responsible need to repent and amend this explicit sin and correct these 
inhumane conditions.” 
Crossing a Line 

In our Western society, racism seems to be taking us further in a much darker 
direction. 


A recent court case in the Netherlands, a nation with some of Europe’s 
most liberal euthanasia laws, demonstrates the declining respect for the 
value of the lives of the elderly, particularly when they are frail or 
disabled. News media in both the Netherlands and the U.S. covered the 
story of Dr. Marinou Arends, a Dutch physician who euthanized a 74- 
year-old patient who made clear she did not want to be killed. As reported 
by DutchNews.nl, “Arends put a sleeping drug in her cup of coffee; when 
the woman later appeared to sit up and draw back from the lethal infusion, 
her son-in-law pushed her down in her bed again” (“Doctor cleared of 
murder in euthanasia case says she would do it again,” June 15, 2020). 


Apparently, before dementia had set in, the woman had left directives to 
allow her to choose euthanasia when “the time was ripe,” versus being 
placed in a care home. “But although the woman repeatedly said she 
wanted to die, when asked directly, she would then say “not yet’.... 
[Arends] said she had asked the patient three times and had a negative 


reply. 

When the case became known, the level of concern led to charges being 

brought against the doctor. The judge, however, indicated to the contrary 

that the doctor had acted properly and lawfully, and was not even guilty of 

unethical conduct.” 

Though this example seems severe, it stands to highlight the reason for the 
anxiety and apprehension of people of color to receive care from the medical community. 


Added to this is the increasing tendency to view the elderly or dependent as burdens to 


society who divert scarce dollars away from what the Anglo-majority wants. When we 
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couple this attitude with the systematic racism experienced by people of color, which has 
developed as our cultural norm worldwide, especially here in the USA, the ramifications 
and complexities are astronomically and mortally apparent. 

Fear 

Another stark ramification of the Black community’s attitude towards the medical 
community highlighted by the onslaught of the COVID-19 pandemic is the fear of death 
at the hands of a society that does not care for us simply because of the color of our skin. 
Fear of death is a powerful deterrent. The coronavirus pandemic has completely disrupted 
life around the world, unlike anything we have witnessed in our lifetime. People are 
quarantined in their homes. Schools are closed. Unemployment rates are skyrocketing as 
many businesses have been required to shut down. 

Right now, this fear is imprisoning the black community en masse. It is inducing 
people to strap on awkward (though lifesaving) ugly masks any time proximity to another 
human being is inescapable. For fear of death, people in grocery stores are eyeballing 
each other warily; neighbors are spying and reporting each other for infractions; 
politicians are enacting policies that send millions into hibernation, inactivity, solitude, 
joblessness, and deprivation; rules that wreck businesses, ruin industries, and ground 
national economies; decrees that obliterate hard-won, long-cherished civil liberties. With 
all these ramifications, fear is the catalyst, so it seems that the Black and Brown 
community, because of presupposed prejudice and disparities, are suffering again 
disproportionately. 

The world’s response to COVID-19 has not eradicated its practice of racism and 
oppression; most people deem the economic, financial, mental, and emotional cost to the 


less fortunate of society (people of color especially) acceptable. Without a doubt, the 
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questions and trials surrounding the death due to COVID-19 are among the most 
excruciating that not only the Black and Brown communities but humanity itself are 
facing. We do not want to die. 

The problem here is for many (especially in the Black and Brown communities), 
it does not mean making sensible, rational, and in this case, life-changing choices that 
optimize health, both psychologically and physiologically, and increase longevity. Many 
fear the abuse of their bodies without care, accountability, or consequences. They distrust 
the medical community and medical science, even if the fear means fighting for their 
mortality. The distrust was somewhat validated and vividly illustrated in the COVID-19 
scramble to mass manufacture ventilators. People spoke as if these machines are a 
failsafe cure for respiratory distress in COVID-19 patients. Not so; in fact, the 
aggressiveness of the procedure often permanently damages the lungs and can introduce 
pneumonia, a well-known killer in the Black and Brown community. 

You would never know it from the media coverage, but most ventilator users with 
coronavirus—indications are in the 80 to 90 percent range—die before leaving the 
hospital. This number has a disproportionately high representation of Black and Brown 
people. So, it resurfaces slavery, reconstruction, and the Jim Crow South old questions: 
At what cost to others should a physical human life be preserved? Does color or ethnicity 
play a part in determining personhood and humanity? What is its value? What is the 
meaning of human life? Is this COVID-19 another attempt to bring about the genocide of 
Black and Brown people? Whom can we trust? How do we in Black and Brown 


communities convince others that we must participate (responsibly and with 
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accountability) in modern medical science to bring about a better standard of physical 
and mental healthcare?” 


Ignorance 


Of probably all the ramifications we have discussed, ignorance is most prominent. 
Simply not knowing and unwilling to learn, not even to trust, but to learn. Old wives’ 
tales, stigmas, and age-old superstitions feed the Black and Brown community’s resolve 
to resist medical science and/or seek medical treatment that could well be lifesaving. 
Since its advent in 1991, the internet has proven to be one of the greatest tools for 
spreading the Gospel of Jesus the Christ ever devised. However, it has also opened a 
whole vista of new opportunities to spread misinformation, stigmas, and feeds on the 
already existing prejudices in the Black and Brown communities worldwide. Sure 
enough, it did not take long to get busy exploiting the worldwide turmoil caused by the 
COVID-19 coronavirus. 

We must avoid being thrown off course by such ignorance, often disguised as 
faith or the assault on faith. Please do not misunderstand; this author believes in healing 
and faith in the Word of God and God’s promises. The concern is about believers being 
deceived by old information and supposition that, in fact, helps to kill us as much as the 


systematic racist practices of the society in which we live. 
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CHAPTER 4 
BIBLICAL/THEOLOGICAL APPROACHES TO HEALTH AND HEALING 


Peter Bartmann, Beate Jakob, Ulrich Laepple, and Dietrich Werner impress the 
senses of man to engage the Scriptures. They state that, 


By listening to the witness of the Bible, the Christian community gets to 
know a God who wants to bring salvation to his creation and who includes 
people in his good intentions. The author of the psalms is full of effusive 
praise for God, who is completely dedicated to healing humanity, “who 
forgives all your iniquity, who heals all your diseases, who redeems your 
life from the Pit, who crowns you with steadfast love and mercy” (Psalms 
103:3). 


This is a basic and consistent description of God in the Old Testament. If 
God dealt with us according to our sins (verse 10), no one could stand 
before Him. There is no way to compare the divine with the mortal, the 
mercy of God is greater than the heavens (verse 11). He removes our sin 
completely and cares for his people as a good father cares for his children. 
The fact that God remembers who we are and how He made us is another 
mark of His mercy, for we are dust. Forgiveness and healing are the 
tandem utilized by God which is also reflected in Jesus’ healing works.” 


God is referred to as “Saviour” throughout the Bible. In the first part of the Bible, 
the identity is referred to as Israel is lead out the captivity on Egypt. The changing of 
bitter water recalls when God did the opposite of Egypt’s water. The Lord had “healed” 
the water for them and would provide healing for the Israelites in other ways as well. The 


descriptive phrase “I am the Lord who heals you” (Exodus 15:26). 
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Holistic Understanding of Christian Witness for Healing in Western Societies” (Tiibingen: The German 
Institute for Medical Mission, 2008), 56, 
https://www.christianscience.com/content/download/1236/file/2008-11- 
07Health__Healing_and_Spirituality.pdf. 
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God will judge the religious leaders because of their lack of concern and neglect 
of service towards others. These actions are the opposite of God’s intention for healing. 
He makes His people responsible with Him in the process: “The weak you have not 
strengthened, nor have you healed those who were sick, nor bound up the broken, nor 
brought back what was driven away, nor sought what was lost” (Ezekiel 34:4). 

Jesus proclaims this as His expectations (Isaiah 61:1) as he inaugurated His 
ministry by identifying Himself as the Servant: “The Spirit of the Lord is upon Me 
because he has anointed Me, to preach the gospel to the poor. He has sent Me to heal the 
brokenhearted, to proclaim liberty to the captives and recovery of sight to the blind, to set 
at liberty those who are oppressed, to proclaim the acceptable year of the Lord.” (Luke 
4:18). 

The established expectation of the “year” starts with the earthly presence of Jesus 
and His time of preaching healing to the land, “I must proclaim the good news of the 
kingdom of God to the other cities also; for I was sent for this purpose” (Luke 4:43). The 
preaching of Jesus is not a singular act but accompanied by healing. These tantrum 
partners together consistently, showing the earthly ministry of Jesus as a holistic 
discourse. 

As Bartmann et al. illustrate, the Gospels show that God’s reign cannot simply be 
described with words but is also revealed through people’s actions. Therefore, seeing and 
hearing are also part of human experience (Jesus’ testimony to John the Baptist in 
Matthew 11:2-6, particularly v 2). John’s gospel even allocates a significant and high- 


ranking revelatory function to sight (John 15:24 and 10:37). The traditional 
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epistemological tendency to dismiss the miracles as “mere illustrations” or as “having an 
ambiguous meaning” in terms of faith revelation does not hold water in biblical tradition. 

The Second (New) Testament articulates the coming of Jesus for warlike 
purposes. When reviewing (1 John 3:8), we encounter these words, “The reason the Son 
of God appeared was to destroy the devil’s work.” Therefore, His battle is not only with 
the demonic forces around us but also the diseases (Luke 4:38) or infirmities (Luke 13: 
11) that may attack us. The narrative in (Mark 3:27) “But no one (here meaning the 
Devil) can enter a strong man’s house and plunder his property without first tying up the 
strong man; then indeed the house can be plundered.” This verse settles the understanding 
that whoever defeats Satan must be more potent than he. Jesus implies that He has come 
to enter the house of the “strong man,” Satan, to seize his goods. The coming of Jesus 
was not just to show forth His love and friendship but to be the revelation of the 
Kingdom in which humankind should dwell. 

Continuing the Second Testament view, there arises a point of reference to the 
ministry of forgiveness and healing as instruments of retaliation against those powers that 
have been destructive to humanity. Even with the indestructible anticipation of victory in 
the Cross of Jesus, we still must acknowledge the war that exists. 

There must be intentional regard for the statements in the Second Testament. 
Their value stands unparallel in identifying the task of preaching and healing that should 
be among the work of Jesus. That is what Jesus’ pre-paschal commission states: “Preach 
and heal” (Matthew 10:7), as well as the post-paschal instructions in Matthew 28:18-20 


and Mark 16:5-20. In John’s gospel 20:21, the task is handed to those who would join the 
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mission, “As the Father has sent me, so I send you,” which with our argument must 
convey terms of preaching and healing.” 
Service to the sick in early Christian communities. 


The Apostles’ Acts show us in many places (4:29-31, 6:8, 8:6) that the 
apostles and early church communities really did understand and lived out 
their mission in this way. St. Paul also includes statements in his letters, 
which are — after all — missives written in specific circumstances, that 
make it clear that deliverance miracles belonged to his ministry and his 
experience (2 Corinthians, 12:12, Romans 15:18f, 1 Corinthians 2:4 and 1 
Thessalonians 1:5 and 1 Corinthians 12:9, 28). 


The observation that healing was, to a certain extent, “normal” in the early 
Christian church is highlighted by a specific text, which today is becoming 
more important for theologians and parishes, namely James 5:13-16. 


This is a church community code on healing that reveals aspects of the 
subject that are still important today: 


Christians shall not trivialize sickness but take it seriously as a problem. 


Sickness shall be viewed as a community matter; it shall be considered in 
the community’s organizational structure and even be a matter for the 
community leaders to address. 


The text encourages trust, which takes improvement in the patient’s 
condition, and even their recovery, as almost a given. Experience further 


confirms this trust. 


Prayer, anointing, and forgiveness respond to the sick’s needs holistically 
(also Psalms 103:3-6 and Mark 2:9 onwards).*° 


As described in James 5, the early Christian healing mission consisted of visiting 
the sick, praying for them, acknowledging sin, the laying on of hands, and anointing. It 
can also be seen to serve as an example of how healing ministries in local churches 


should be organized today. 


” Thid., 57. 


8° Thid., 57-58. 
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Today, few people realize that, historically speaking, Christianity started mainly 
as a healing movement and that Jesus Christ was essentially viewed as a doctor and 
healer. 

Relative to the research, we see that the Bible recognizes the proper use of 
medical care. GOD is the one who has gifted people (medical professionals) with their 
skills and abilities, and He can work through physicians and medicine just as He can 
supernaturally heal our bodies. Any legitimate or true form of healing is really a credit to 
God’s care and is a reason to honor and thank him. 

Healing is the process of restoring a person to good health. Jesus’ healing ministry 
showed His compassion and God’s power over sickness and death (Mark 13:4). Medicine 
is a healing substance and is also recognized in the Bible. Medicine was made from 
herbs, fruits, and minerals. The Balm of Gilead (probably the most famous medicine 
mentioned in the Bible) is an aromatic gum or resin exported from Gilead in Arabia, used 
as an incense and for medicinal purposes (Jer. 8:22). 

“Health” from the Greek “hugiaino” (hoog-ee-ah-’ee-no) means to have sound 
health, i.e., be well (in the body). The primary meaning is to be healthy (Luke 5:31; 7:10; 
3 John 2), or to be safe and sound (Luke 15:27). Metaphorically, it connotes being 
uncorrupt: sound in the faith, and pure in respect to Christian doctrine and life (Titus 1:3, 
22). Referring to doctrine, it means sound doctrine, 1.e., true, pure, uncorrupted 
(1Timothy 1:10; 6:3; 2Timothy 1:13; 4:3; Titus 1:9; 2:1). 

Heal and healing comes from the Greek “therapeoo (the-ap-yoo’-o) and means to 
wait upon menially, to adore (God), or wait for relief of disease with healing worship. 


The derived idea is to minister, to take care of the sick and to tend, with the more general 
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meaning of to heal, cure (Matt. 4:23, 24; 10:1,8; 12:10; Mark 1:34; Luke 6:7; 7:21’ 8:2; 
Acts 4:14; Rev. 13:3, 121. 

Therapy, (the-a’-ohn); apparently a participle from an otherwise obsolete 
derivative of the base; a menial attendant (as if cherishing). The noun meaning servant, 
attendant, minister, always implies voluntary service and attendance. It was used once of 
Moses (Heb. 3:15). Another Greek word for heal is iaomai (ee-ah’-om-ahee), meaning to 
heal, cure, restore to bodily health (Matt. 8:8, 13; Luke 5:17; 6:19; 9:2,11,42; 14:4; 22:51; 
John 4:47; 5:13; Acts 10:38; 28:8; James 5:16). In addition, therapein (the-ap-I’ah) means 
service, healing. *! 

These definitions of biblical words and explanations clearly carry the connotation 
and idea of our modern medical treatments known to us as therapy. Therapy deals with 
the mind and emotions as a major facet of mental health. So, from the Word of God itself, 
we see the need and usage of therapy in mental health and the need and ministry (if you 
will) of mental health professionals. The believer should then feel no lack of faith for 
seeking such biblically sanctioned help when necessary. The church should feel no guilt 
or disloyalty to Almighty God in referring people to said help when needed. 

The problem of sickness and disease is related to sin and death, i.e., the curse— 
the consequences of mankind’s first disobedience and defiance toward God (Genesis 
Chapter 3). Choosing to disobey God’s clear command separated the first humans (Adam 
and Eve) from God and His perfect plans. Their act of disobedience introduced suffering 
and sorrow into the world and affected the choices of every human being who ever lives. 


Medical science rightly views sickness and disease in psychological, physiological, 


81 4MG’s Annotated Strong’s Greek Dictionary of the New Testament, s.v. health.” 


54 


mental, and emotional terms. While these clearly do affect our health (mental and 
physical), the Word of God presents the spiritual causes as the source of the problem: a- 
sin, which has affected our spiritual, physical, and mental form and design (John 5:5,14) 
and b — Satan, who works to harm and destroy us in every way (Acts 10:38; Mark 
9:17,20,25; Luke 13:11; Acts 19:11-12; John 10:10; Rev. 12:9). 

Through the life and sacrifice of Jesus the Christ, God provides freedom, 
restoration, and other benefits that far exceed the pain, destruction, and other 
consequences of humankind’s sin and rebellion against God. For sin, God provides 
forgiveness (Matt. 26:28; Acts 10:43; Acts 13:38; Col. 1:13-14); for death, God provides 
resurrection and eternal life (Acts 4:2; 10:30; John 3:15; Phil. 3:11; and for sickness, God 
provides healing (Ps. 103:1-5; Luke 4:18; 5:17-26; James 5:14-15). For this reason, the 
Lord Jesus’ earthly ministry focused on three areas: teaching God’s Word, preaching the 
gospel of the kingdom of God, and healing every kind of sickness and disease among the 
people (Matt. 4:23-24). 

We see here that God is concerned about his children’s health (both physical and 
mental) and that while He is the great physician, He also empowers and endows 
humanity with the skills and abilities to assist in healing. The church must utilize, 
encourage, teach, and even advocate that believers take advantage of every available 
resource for their healing and well-being, understanding that God will get the glory and 
He will get the victory, as we are “clothed and in our right mind.” 

The church must positively speak to its community (yet responsibly) concerning 
medical science and the medical community. Throughout the ages, Black and Brown 


people have found their strength, instruction, and direction in their faith organizations 
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across the religious spectrum. The church has always been at the forefront of such 
influence. 

There’s great wisdom in the biblical principles guiding societal structure without 
partiality. These include directions to ensure that no one, young or old, regardless of 
economic status, culture, color, or ethnicity, is neglected or oppressed and that all are 
treated with respect and love (Lev. 19:32). Those who are taught this principle from 
youth develop the habit of showing respect, which benefits all. Blessings will eventually 
accrue to a nation willing to observe God’s laws. Nevertheless, a society that permits any 
of its citizens to be abandoned, abused, neglected, or oppressed (for any reason) violates 
not only God’s laws but the very definitions which they espouse as a civilized society. 
COVID-19 has shone a spotlight on a hidden sin practiced by a society that has departed 
from the ways of the Almighty God who created humanity in His image and likeness, 
without partiality. The problems are reversible and would dissipate if humanity chooses 
to be godly and humane toward all equally.* 

In fact, even amid chaos, make no mistake, God is at work. His plans will not be 
thwarted, and His people (all His people) considered. History has shown that people are 
more open to faith during crises and instability; these times seem to remind us of our 
humanity and mortality. We empathize and relate to lost and confused hearts looking for 
answers, realizing that regardless of how much we plan, strategize, and think ahead, we 
cannot control what happens around us. People search for hope during chaos, and studies 
(scientific studies) show that part of that hope includes faith. With churches closed, it 


might seem like bad timing for people to be more open to the influence of faith, but the 


82 Wachowicz, “COVID-19.” 
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opposite could not be truer. People may be reluctant to walk into a church, but that does 
not stop us from sharing the faith. As believers, we have an opportunity to minister and 
share the truth as never before. 

As we witness the pandemic, we are all standing on common ground. Here is an 
opportunity to share why we (people of faith) are not paralyzed by fear. It is astounding 
how connected people are even when unable to see each other in person. God is at work 
drawing people together during a time of crisis. Technology has been a true benefit for 
families, friends, and faith communities to stay connected during a time of social 
distancing. Social distancing reminds us that we were never meant to live in isolation. 
God said that man was not meant to be alone (Gen. 2:18). It is not the way He designed 
humanity. So, while we must comply for the safety of all, the encroaching “‘cabin-fever” 
is understandable. 

The world has slowed down in a way we have never seen before. The mandate to 
“shelter in place” is forcing people to pause and rest. It is not a place of life that God has 
called us to, and He has modeled for us (Gen. 2:2). The present pandemic can serve us 
well as a reminder of this fact. This call to rest is really a call to trust God. Rest is not 
only good for our physical well-being; it is good for our emotional, mental, and spiritual 
health as well. 

COVID-19 is affecting everyone in one way or another. Questioning God in times 


like these challenges our faith and makes it more likely to grow. The church and believers 


83 Sea Point Methodist Church, “Services Sunday and Covid-19,” https://spmc.co.za/church-and- 
covid-19/ (accessed February 12, 2021). 
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are collectively facing hardship. The church (the black church in particular) has a long 
history of growing during and despite difficulty and persecution (James 1:3-4). 

More reason that we (the Black church and believers) must be responsible with 
our faith and view this time appropriately as an opportunity to grow. God is always true 
to His promise (Rom. 8:28). Therefore, we should get tested, take the precautions of 
wearing masks (and face shields when necessary), practice good hygiene, social 
distancing, and sheltering in place, not as a replacement or in opposition to our faith 
because of it and as an example to others. We should (and must) participate in accredited, 
accountable, and transparent medically scientific research projects and trials to bring 
about opportunities for information, new revelation, and treatment to overcome not only 
this pandemic but all medical issues that plague our communities worldwide. 

The biblical term for an epidemic or pandemic is “plague” or “pestilence.” In 
Hebrew, it is the word “dever” (de-ver), which denotes something that destroys, or that 
causes death. The Septuagint (LXX-Greek translation of the Old Testament) translates 
the Hebrew “dever” with the Greek thanatos (than-na-thos), which literally means death. 
In the Old Testament, it signifies a pathogen that wipes out a significant portion of a 
population (Ex. 9:3; Lev. 26:25; Deut. 28:21).* 

God does not always protect us from the disease. We live in a fallen world, and 
we inhabit moral bodies that are subject to illness and decay, as well as the painful 
process of age and degeneration. The Lord allows natural processes to run their course. 


The ideal is for Godly faith and medical science to fight illness and cure the sick.* 


84 Vine Complete Expository Dictionary of Old and New Testament Words, s.v. “plague.” 
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One notable example of this happened during the Ebola virus outbreak in Liberia, 
Africa, in 2014. Ebola was considered incurable in those days, and contracting it was 
virtually a death sentence (sounds eerily familiar). The Samaritan’s Purse staff in Liberia 
contracted the disease through contact with Ebola patients. Almost immediately, word 
went out through prayer networks worldwide about the plight of the brave, young doctor 
who had been laboring so faithfully on the frontlines of the battle against Ebola but was 
now infected with the dreaded disease. While thousands of Christians prayed, Dr. Brantly 
was evacuated from West Africa to Emory University Hospital in Atlanta, Georgia, 
where he received cutting-edge medical treatment and eventually made a full recovery. 
Dr. Brantly and his medical colleagues who helped treat him shared the honor of being 
named Time Magazine’s “Person of the Year” for 2014. What an inspirational story of 


faith and medical science working together.*° 


86 Catherine Taibi, “Ebola Fighters Are Time Magazine’s Person of the Year In 2014,” HuffPost, 
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CHAPTER 5 
REPAIRING THE MYTHOLOGY OF THE CHURCH 


One in four individuals seeking help for mental illness turns to faith leaders 
before seeking help from clinical professionals.*’ For various reasons, which may include 
a lack of training or experience with mental illness, many faith leaders and their 
communities hesitate to leverage their existing strengths and resources to support people 
facing mental health challenges.** 

Lack of education or the refusal to accept such is the catalyst of death and 
destruction. The scriptures bring forth the statement, “My people are destroyed for lack 
of knowledge” Hosea 4:6. This has proven to be true during the pandemic of 2020. The 
coronavirus has plagued the United States and made her as an epicenter of the virus 
because of the refusal to respect knowledge. The faith community has done this in the 
arena of mental health historically. Let us look at some defined positions that help us 


dismantle myths starting with the Coronavirus and the like. 


87 Philip S. Wang, Patricia A. Berglund, and Ronald C. Kessler, “Patterns and Correlates of 
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What is a virus? 

A virus is a microscopic pathogen that attaches itself to a host and hijacks the 
host’s cellular apparatus to release poisonous particles and infect more cells, causing 
disease. 

Coronavirus constitutes a subset of viruses that cause disease in mammals 
(including humans) and birds. In humans, they infect the respiratory tract and cause 
symptoms (at least in the beginning) like those of a common cold. In extreme cases, 
symptoms worsen over time and result in viral pneumonia, which can be life-threatening. 
Patients may require a ventilator to breathe, some die. 

Most viruses are much smaller than bacteria, and like bacteria, they can cause 
disease in both animals and humans. Some viruses infect humans due to poor hygiene or 
at-risk behaviors like drug use or promiscuous sex. Medically, viruses generally do not 
respond to antibiotics. Viruses are not alive, at least in the technical sense, because they 
cannot survive or reproduce without being attached to a host organism. They are easily 
spread through droplets in the air or through direct contact. Viruses can enter the body 
through the mouth, nose, or eyes. In this regard, COVID-19, in particular, is extremely 
contagious. 


Intelligent Killers 


Are viruses intelligent? Well, it depends on how you define “intelligent.” They 
have the ability to sense danger and plan—and they can mutate (that is, make changes in 
their genetic structure) so they can evade the body’s natural defenses (the immune 
system). Some viruses can adapt and change so rapidly, immunizations developed to 
combat them are no longer effective when made available to the public. The medical 


community has done an admirable job of reminding us incessantly that the best way to 
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avoid the coronavirus is to continually wash our hands, avoid touching our faces, and 
avoid person-to-person transmission by maintaining our distance from others. 

Due to misinformation and miseducation within and without the Black and Brown 
communities (regardless of ethnicity), we rarely notice most viruses. They run their 
course and eventually fall apart or “die.” Unfortunately, and detrimentally, however, that 
is not always the case. Many viruses are more dangerous, persistent, and resistant to 
treatment, like: 

e Polio — also known as “infantile paralysis,” this RNA virus causes a condition 
known as poliomyelitis. Hundreds of thousands were afflicted every year before 
the 1950s. 

e Hepatitis A, B, C, D, and E— This is an assessment of various inflammation 
forms that destroy liver tissue. There are immunizations for the A, B, & D 
versions to prevent the disease. 

e West Nile — This virus causes West Nile fever, a (usually) mild infection that has 
no known cure but resolves in almost all cases within a matter of weeks or 
months. Like COVID-19, people at higher risk are those over 60 or who have 
underlying medical conditions. 

e Swine Flu — this influenza A (H1N1) virus came from Mexico and caused a 
pandemic from 2009-2010. 

e HIV/AIDS — Human Immunodeficiency Virus (HIV) is a retrovirus that infects 
the immune system, destroying CD4+ T cells. The disease itself appears to have 


originated in primates in Africa and spread to humans. It affects the homosexual 
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community disproportionately. HIV/AIDS can be treated (and in some cases 

controlled) but not cured, and it continues to be classified as a global pandemic. 

e Ebola —also known as “hemorrhagic fever,” Ebola Virus Disease (EVD) is a 
frightening and deadly disease that researchers believe started among primates 
and spread to humans in Africa. 

e SARS—COV-1— Severe Acute Respiratory Syndrome (SARS), first recognized 
in 2003, is a respiratory illness caused by a coronavirus. Researchers believe that 
it, too, originated in animals and spread to humans. 

e SARS-COV-2 — This virus was the cause of the recent 2019-2020 outbreak. It 
caused a highly infectious, respiratory, pneumonia-like, and potentially deadly 
disease known as “coronavirus disease 2019” — abbreviated as “COVID-19”. 
Most viruses are harmful, but some are not. There are viruses, in fact, that attack 

and destroy harmful bacteria. Today, beneficial viruses are the exception, not the rule. 
Most viruses are bad news and can cause anything from the sniffles’ simple case to life- 
threatening pneumonia. This has been the case with the recent COVID-19 virus and its 
wide range of symptoms and their severity. 

All of these viruses have thrived and run rampant in the Black and Brown 
community worldwide. Our resistance to medical science, medicines, procedures, and 
trial participation leaves us hampered and hindered to find real, possible, reachable, and 
attainable cures, treatments, and remedies. We are literally killing ourselves. 


Now draw your attention to Mental Illness. 


Our faith communities need to learn, and future activity related to this 


demystifying mental illness principle may be particular to specific faith traditions. 
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Consideration must be given to what leaders from individual faith traditions have said 
about mental illness and reflection, then offered what our faith communities could learn 
corporately and steps it could take. 

Mental illness includes a wide range of disorders and conditions and is most 
commonly a disease of an organ of the body, the brain. Faith communities must consider 
adopting a definition of mental illness developed by mental health professionals; one 
such definition is provided by the American Psychiatric Association (APA): No matter 
what definition the faith community identifies as helpful, it may be important to 
acknowledge specifically that mental illness is not the result of religious belief or lack 
thereof. In fact, at times, people’s disordered thinking might include unusual thoughts or 
delusions about religion or God.* 

Mental illness is a complex interaction, including a biological-basis. Imbalanced 
chemicals and hormones can result in mental health challenges. There are biological 
implications for mental health challenges to acknowledge and consider in addressing the 
needs of those with mental illness. However, much remains unknown about the biology 
of mental illness. 

Some forms of mental illness can be quite severe, impairing major life activities. 
Mental illness can also be less severe and impair fewer life activities. Mental illness 
needs to be taken seriously as any chronic illness is taken seriously in all its forms. 


Untreated mental illness can lead to serious consequences, including suicide. 


8° HHS Partnership Center, “Scrupulosity: When Religion and Obsessive Compulsive Disorder 
Collide,” U.S. Department of Health and Human Services Center for Faith and Opportunity Initiatives, 
February 14, 2020, video, 58:57, www.youtube.com/watch?v=tqHvd-UT58M. 
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Mental illness is rightly diagnosed by mental health or medical professional with 
knowledge and expertise with these illnesses. Their training has developed their ability to 
determine when a disease or disorder is present.” 

The study of humankind biblically defines man’s occurring as a tripartite being. 
Having a body, mind, and soul. Our earlier discussion of God’s healing would point to 
God’s intention to promote a process that offers to heal to each of these individual parts 
of man. The Faith community’s role in this process points to the soul of man. The 
medical community’s role (specifically physician) in this process points to the man’s 
body. The medical community’s role (specifically mental specialists) in this process 
points to man’s mind. I would argue that part of the myth in the faith community 
concerning mental illness surrounds the church trying to bring about a diagnosis to an 
area that is not its expertise. Instead of mental health being diagnosed and treated, it is 
being demonized and rebuked, normally with prayer. Prayer is needed in the situation and 
is properly coming from the faith community but must not be left alone to handle what 
God has developed, over time, in his creation, man — the ability to diagnose and treat the 
brain’s illness medically. This is a biological problem that the faith community must not 
overshadow, attempting to make it a spiritual problem. 

Given that mental illness is a medical condition, just the way other physical health 
conditions are, this would lead to communities treating people with mental illness with 
the same love, care, and support as they provide to people with other forms of illness. As 
an action item, the faith community can commit to providing the same forms of love, 


care, and support to people with mental illness. 
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Leveraging the Expertise in Your Community 

Church education within the faith community should invite mental health 
professionals to help educate the church on the most recent science and knowledge in the 
field. Being an informed church can be a first step toward becoming a more 
compassionate faith community. There are many educational and training opportunities 
to help faith leaders and their communities learn more about mental illness. One example 
is Mental Health First Aid (MHFA). This training can increase the ability to recognize 
the signs and symptoms of someone developing or experiencing a mental illness, 
substance use disorder, or a crisis affecting their mental health and teach how to offer a 
timely, appropriate, and safe response to those individuals.”! 

Faith leaders can announce that the local community is interested in addressing 
mental health. Acknowledging the reality of mental illness may help people experiencing 
these conditions feel more comfortable acknowledging their condition. By affirmatively 
stating the church’s intentions, we may open the door to conversations that could bring 
hope and healing within our communities. This is the beginning of removing stigma in 
the faith community and the community at large. Research demonstrates that groups like 
faith communities with influence over life decisions play meaningful roles in reducing 


stigma.” 


*! Thid. 
*» Patrick W. Corrigan, “Target-Specific Stigma Change: A Strategy for Impacting Mental Illness 
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Know the Signs and Symptoms 

In the African American community, individuals seek a faith leader before 
seeking a mental health professional when experiencing mental illness symptoms; faith 
leaders and their communities need to be prepared to interact with people experiencing 
mental illness. 

It also means that faith communities need to be prepared and equipped to connect 
these individuals with a medical or mental health professional. As we have discussed, 
professional assistance is required to diagnose and treat a person with mental illness once 
a faith leader identifies signs and symptoms that might be present. This awareness may 
help them discern the difference between an individual experiencing mental illness and 
someone simply going through a difficult time. It is important to ensure that the person 
and family are aware of professional resources and let them decide if professional help is 
also needed. 

The American Psychiatric Association (APA) has developed a quick reference 
guide called “Mental Health: A Guide for Faith Leaders.” If any of the signs and 
symptoms listed in this resource are present, faith leaders can encourage them to seek 
assistance from a mental health professional.” 

This is not always an easy process, so churches must consider ways to help the 
individual and/or their family think through the challenges they face and note that a 
mental health professional may have tools and resources that would address these 


challenges. Encourage them by sharing stories of people who have benefited from 
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treatment to help them understand that effective treatment for their challenges is 
available.” 


Support Access to Care 


Throughout identifying mental health professionals in the Black community, we 
have encountered limited care in certain areas. Even in facilities where care is available, 
long waitlists have existed. As this is the case; it is important to be aware of the 
limitations and manage expectations for people experiencing mental health challenges 
when making a referral. Consider strategies that the church can take to support 
individuals while they are seeking care. Ask if someone from the faith community can be 
a source of support until they can see a mental health professional. The costs of mental 
health services can make it challenging for some individuals to receive care. Consider 
covering the fees for a certain number of visits to a mental health professional for a client 
seeking treatment. Churches traditionally have benevolence accounts for such assistance. 

Other strategies might include: 

e Connecting individuals to Medicaid eligibility and enrollment assistance; 
Identifying providers in the referral list who accept Medicaid and/or offer a sliding scale; 
and 

e Encouraging individuals with health coverage to work with their insurers to 


understand benefits. 


°4 American Psychiatric Association, Mental Health: A Guide for Faith Leaders, 
www.psychiatry.org/psychiatrists/culturalcompetency/engagement-opportunities/mental-healthand-faith- 
community-partnership. 
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Churches can also consider having a staff person, with appropriate training, 
whose responsibilities include providing some level of mental health services and/or care 


for individuals in the community. 


°5 “Compassion in Action.” 
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CHAPTER 6 
IMPLEMENTATION OF THE PLAN 


It was clear to that African American Community of Iowa would need several 
steps to accomplish any semblances of partnerships for the task of betterment towards the 
people. The intent was to raise awareness of issues affecting cognitive health among 
African Americans via the development of African American congregations to become 
an integral partner in (1) educating African Americans about mental health, (2) educating 
the community on behaviors that support risk reduction and healthy aging, (3) increasing 
awareness about the need for early diagnosis, and (4) examining how to effectively 
support caregivers. 

The strategies were to provide training and information from healthcare and 
public health professionals regarding cognitive health issues affecting African Americans 
and develop culturally tailored, faith-based tools and resources to be utilized by health 
ministries to increase awareness of brain health and caregiver needs among African 
Americans within their congregations and communities. 

We developed a community forum entitled “Enhancing Relationships.” The 
forum was created by Dr. Sandra McGee for the purpose of fostering courageous 
conversations. She brought this to me as a response to the police shooting in Ferguson, 
Missouri and we defined it for purposes of all societal social needs. The forum was 


incredibly unique and allowed for the community to come together with the 
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representatives of the institutions/government in a positive way to solve community 
issues. The Forum Agenda was initially as follows: 

e 6:00 - 6:15 p.m. Opening, prayer, setting the tone, instructions for 
evening, introductions 

° 6:15 - 6:40 p.m. Open forum, panel of law enforcement addressing 
questions submitted via email 

° 6:40 - 7:15 p.m. Roundtable discussion groups (each table had a social 
worker to lead discussions centered around three proposed questions. The 
answers would be given in report to the responsible institutions as 
community suggestions/solutions to problems.) 

e 7:15 - 7:50 p.m. Open forum, groups reporting out. 

e 7:50 - 8:00 p.m. Final thoughts, next steps, prayer (The idea is to build a 
solution base relationship for the projects by agreeing to be accountable 
and returning to the setting until a resolve is instituted). 

The forum’s framework was indeed more of a working session which allowed for the 
community to feel the partnership with the responsible institutions for improvement of 
services to said community. This was an in-person forum and was not able to be 
accomplished because of COVID-19. 

What we could do was virtual panels to discuss the need of church and 
community partnerships in mental health services to the community. Panels were hosted 
by the Healthiest State Initiative project called Make It OK, on several community 
subjects of importance to health. Iowa’s Healthiest State Initiative is a nonpartisan, 


nonprofit organization driven by the goal to make Iowa the healthiest state in the nation. 
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They utilize partnerships by engaging worksites, communities, schools, retail food, 
organizations, institutions and individuals, and they endeavored to inspire Iowans and 
their communities to improve their health and happiness, and ultimately achieve personal 
goals (see Appendix D). Corinthian Baptist Church was the host site for the Mental 
Health panel (see Appendix F). The panel consisted of a social work director, mental 
health clinical psychologist, a pastor, and a hospital director of equity health, who were 
engaged in discussing the issue of mental health service in the Black community and how 
the church can be better partnered in this area. The event was live-streamed and made 
available for interaction with participates. 

Continuing, we promoted awareness and education activities through faith 
institutions and established Memory Sunday. Memory Sunday is a concept presented by 
The Balm in Gilead, Inc. The mission of The Balm in Gilead is to prevent diseases and 
improve the health status of people of African descent by supporting faith institutions in 
areas of program design, implementation, and evaluation to strengthen their capacity to 
programmatically eliminate health disparities. The purpose of Memory Sunday is to bring 
national and local attention to the tremendous effect Alzheimer’s and other dementias are 
having on the African American community; utilize the influence of the African- 
American pulpit to bring awareness through education and information sharing about 
Alzheimer’s disease, raise awareness about ways to reduce the risk of developing 
dementia; and to support persons living with Alzheimer’s and their caregivers. 

Our local formation in the area on Alzheimer’s awareness centered on three 


objectives for Memory Sunday: 


ye 


1. To promote Alzheimer’s awareness and education activities through faith 
institutions 

2. To strengthen the capacity of faith communities to provide Alzheimer’s 
education; and encourage participation in research studies 

3. To increase unconditional love and support to all those who are affected by 

Alzheimer’s 

On June 9, 2019, Corinthian Baptist Church became the first church in Iowa to 
recognize and promote a Memory Sunday. This was done in partnership with Broad 
Lawn Community Hospital, represented by Dr. Yogesh Shah and attorney Tira Mays, and 
the Alzheimer Association, represented by Edith Crawford. This represented the 5" 
Pastoral Anniversary of Rev. Jonathan Whitfield, which was used to promote the need for 
church partnership in mental health. It is my intention to continue this utilization of 
Memory Sunday in concert with my Anniversary Celebration. 

We identified the disparities in community resiliency and forged to assist in areas 
that would help bridge the gaps by getting resources to people in need. Corinthian Baptist 
Church partnered with World Vision and Food Bank of Iowa in their mission to feed the 
communities of the United States and Des Moines, Iowa proper. The World Vision 
program was called “From the Farm to the Family.” The program was based on 
shipments of produce, diary, and meat boxes prepared for a family by size. Each 
Wednesday a truckload of each item was delivered to the church for distribution to the 
community. The amount of food was more than 75,000 Ibs. of food. Corinthian was able 
to engage the community organizations and churches this effort which promoted the 


unified support and service the brought this project to successful notoriety. The 
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partnership of the Food Bank of Iowa was directed to the families of school children. 
This also brought about the requirement of accountability. The participants were required 
to give information to support the data needed to justify the program and continuance of 
good to areas of need. The FOBI program is an ongoing local partnership that carries for 
the entire school year. This has opened doors to other companies, e.g., Salvation Army 
and Des Moines Area Religious Council (DMARC), joining and assisting in getting food 
to the community. 

The evaluation was accomplished by a sign-up sheet which gathered the 
information in the following areas: name, address, family size and need for support. What 
is noteworthy is the number of individuals/families that were not willing to give their 
personal information. We were feeding approximately 750 cars/families each week but in 
this number are those who may not have had proper identification. Therefore, the 
numbers on the sheets are not true reflections of those served. The information sheets 
proposed barriers to the local community. Nevertheless, the recorded data shows 15 sites 
that started in October for (FOBI). Dry goods were the initial supply with plans to add 
frozen goods. 

Total households served between 15 sites from October to January: 2,062 

Total Individuals served between 15 sites from October to January: 8,492 

Age breakouts: 

e 0-18= 3,584 

e 19-59= 2,810 

e 60+= 385 


Total Pounds delivered to all sites: 718 lbs. of food distributed. 
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This is stable consistency of the food ordered and distributed every week. Also, a 
basic questionnaire was utilized to account for how people are generally feeling about 
their total resiliency. The result indicated that people were not feeling well as a whole 
person (see Appendix D). 

The second endeavor was to establish a biblical basis for healing and build a 
collaborative partnership between the church and community. Preaching and teaching on 
the biblical context of healing was essential. Because of COVID-19, pastoral preaching 
began to center on encouragement of the existence of hope and faith in God. There were 
so many questions that rose out of the despair of believers who did not understand or had 
answers to the realities they were facing. The pulpit became the epicenter for the voice of 
God, as the season of COVID-19 continued. The effects of its presence promoted the 
need to expand sermons to the realities that people were facing: resiliencies in the areas 
of physical health, relationships, education, training, work and mental health as their 
foundation. The benefits of positive mental health and well-being are wide-ranging and 
significant both for individuals and for society. Positive mental health is associated with 
an increase in life expectancy, improved quality of life, improved physical outcomes, 
improved education attainment, increased economic participation, and positive social 
relationships. Preaching evolved to scripture texts that included points of mental health 
and the importance of seeking assistance during these trying times. In addition to the 
pulpit were the pastoral devotions during the week which continue the instruction and 
advice for resiliency. 

The Corinthian Baptist Board of Christian Education joined me in developing and 


implementing a lesson series to thoroughly discuss the theology of biblical healing. 


os) 


God’s Power to Help Hurting People was a 15-week book study series, based on a book 
of the same name by Colleen Birchett (see Appendix H). 

The study series did not start when planned because of COVID-19. What was 
planned to be a summer series is now being planned over the winter months from 
December 2020-February 2021 as a zoom course offering. 

Invitations were to be extended to spiritual leaders to join in the lesson series and 
the development and implementation of community mental health initiatives that support 
the efforts of awareness and comprehensive mental treatment. This was designed to be 
done in partnership with the Alzheimer’s Association during the spring and summer of 
2020. The approach was aggressive and intentional by gaining appointments and 
facilitating one-on-one meeting with local pastors. Edith Crawford took this as her 
personal mission and is yet continuing the effort of spreading the information with 
futures plans to connect with the district organizations to provide community 
announcement information. 

Relationships were established with chaplains and volunteers in prisons to build 
bridges to faith communities as part of discharge planning for incarcerated individuals. 
This strategy was accomplished by negotiating the Stephen Ministries concept into the 
Newton Correctional Facility. Stephen Ministries is a not-for-profit Christian training and 
educational organization founded in 1975 by Dr. Kenneth C. Haugk and based in St. 
Louis, Missouri. Its mission is to equip the saints for the work of the ministry, for 


building up the body of Christ, until all of us come to the unity of the faith and of the 
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knowledge of the Son of God, to maturity, to the measure of the full stature of Christ. 
Ephesians 4:12-13.% 

The staff carries out this mission by developing and delivering high quality, 
Christ-centered training and resources to help faith communities and other organizations 
equip and organize people to do meaningful ministry and help individuals grow 
spiritually, relate and care more effectively and live out their faith in daily life. 

Stephen Ministries is best known for the Stephen series system for lay caring 
ministry, but it also offers resources in a number of areas, including grief support, 
assertiveness, mental health services and referrals, spiritual gifts, ministry mobilization, 
caring evangelism, church antagonism and inactive member ministry.” 

The Stephen series is a complete system for training and organizing lay people to 
provide one-to-one Christian care to hurting people in the faith community at large. 
Stephen leaders—pastors, staff, and lay leaders—are trained to begin and lead Stephen 
Ministry within and without the faith communities. As a result: hurting people receive 
quality care during times of need; lay people use their gifts in meaningful ministry; 
pastors no longer are expected to personally provide all the care that people need; and the 
faith community grows as a more caring organism. 

More than 11,000 congregations and organizations from more than 150 


denominations from across the United States, Canada, and 24 other countries have 


°° Kenneth C. Haugk, When and How to Use Mental Health Resources: A Guide for Stephen 
Ministers, Stephen Leaders, and Church Staff (St. Louis, Mo: Stephen Ministries, 2000). 


°7 Tid. 
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enrolled in the Stephen Series so they can more effectively provide Christ-centered care 
to people in need.* 

Stephen Ministry is an invaluable resource in addressing the disconnect between 
the Christian faith community and the mental health professional community. To ensure 
the physical, spiritual, and mental well-being of those within and without the faith 
community. This ministry is a powerful weapon against the distortion and stigma that 
exists within faith communities, especially found within the African American faith 
community that to struggle mentally is somehow a faith deficiency and even seen as 
demonic. 

Evaluation was done by attendance and consistency, which has been the 
benchmark of the volunteer session in the Newton Correctional Facility. The object has 
been staying in contact and having a clear line of connection to the individuals who were 
picked and cleared to participate. The connection numbers have increased by 25% and 
maintained at that level. Focus group meetings have been developed to examine the 
success of the relationships and the response to the material given. In efforts of support, 
decisions are made whether the problems revealed necessitates a professional 
intervention. In the prison, privacy is honored as best can be. Only to be broken in cases 
of mortal danger of harming themselves or others. While this is an empowering process 
for lay personal it is not to portray anyone as a therapist, psychologist, or medical 
professional. They are a listening ear and a bridge to help and befriend. 

The endeavor connected us to community mental health service providers and 


enlisted their support in utilizing the medical clinic located in Corinthian Baptist Church 


°8 Tbid. 
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for purpose of developing and implementing the “safe space” concept. Broadlawns 
Hospital, Mercy One Hospital, Iowa Methodist Hospitals, NAMI, the Alzheimer’s 
Association, all gave the intention to present and future partnerships. The mental health 
clinic was not able to open because of COVID-19. The building of the church was closed 
and the Free Health clinic that existed in the church suspended its services temporarily. 
Broadlawns Hospital refocused its attention to the structure that was open and ready to 
support mental health needs. This put our project on the back burner for now until the 
situation with COVID-19 could be solved or reevaluated. 

What we have developed is a partnership with the National Alliance on Mental 
Illness (NAMDJ) to begin group sessions by Zoom for mental help support to individuals 
and caregivers in the community. These sessions will be offered from the church which 
will offer the idea of a safe space for the discussion. The state trainer Matthea Smith (a 
member of Corinthian) began groups in December 2020 (see Appendix E). 

Strategy meetings were placed on hold. All attention went to dealing with the 
present pandemic and the needs of the community such as health care workers, testing 
sites, long-term care facilities, etc. 

I approached the Pastor and Minister’s Alliance in efforts to discuss the power of 
the church within our community. The president, Rev. Jamel Crawford agreed that 
advocating from the pulpit and the pews that spiritual practices should be regarded as a 
complement, rather than a substitute, would be beneficial for proper medical care. Church 
buy-in in this area has not been the norm but is now necessary. 

Corinthian Baptist Church offered presentations periodically during their morning 


worship broadcasts to promote the need for mental health support. Preaching and 


19 


Teaching is centered on theological truths for the biblical text that support God’s plan for 
the holistic healing of humankind. Churches in the Alliance did the same to help change 
the atmosphere of church partnerships with medical institutions and hopefully increase 


the willingness of the congregants. 
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CHAPTER 7 
MINISTERIAL COMPETENCIES 


The site team saw the need to continue my growth in church and community 
partnerships. I formerly worked as the Affirmative Action Officer for Bergen County, in 
the New Jersey which gave me some insight on government partnership with faith-based, 
non-for-profit agencies. The team thought it would be advantageous if I started learning 
the for-profit side as well. I was, hence, introduced to Dr. Alfred Babington-Johnson the 
President-CEO Stairstep Foundation, Minneapolis, MN. The Stairstep mission is to 
reignite and sustain a spirit of community among African Americans. Their quest for 
wellness requires that we confront the violence perpetrated on and within our community 
as a presenting issue, while we aggressively engage the root issues that rob our long-term 
peace. Stairstep perceives the causal factors to be: community connection to our 
disaffected youth has deteriorated, lack of economic opportunity, and the trauma of the 
violence-grief-revenge cycle at work among us.” 

Through the African American Church network (HWU) and community partners 
such as the Minneapolis Urban League, Emerge, Sabathani Community Center, and the 
Association of Black Psychologists, they have deployed a four-pronged offensive to 
realize peace in our community: An aggressive intervention strategy directed towards 


youth most likely to be engaged in violent activities, de-stigmatization of and connection 


»° Stair Step Foundation, “Values,” https://www.stairstep.org/values/ (accessed February 12, 
2021). 
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to GED and adult diploma opportunities, a meaningful effort to secure and make 
available job opportunities for young African Americans, and increased community 
accessibility to grief, trauma, and mental health services. 

My site visit to Minnesota was eye opening and inspirational. Dr. Baddington- 
Johnson invited me to attend one of his meetings with the local pastors and community 
groups to discuss an on-going project of housing in the community. In attendance was the 
Mayor of the Minneapolis, and presidents of community banks to offer their support of 
the project to make affordable housing regulated for the African American community to 
purchase and become homeowners. This for-profit initiative was awesome, but the jewel 
of the visit was the later meeting with Dr. Johnson. He shared with me insight on dealing 
with the religious community on the social issues that affect the African American 
people. I saw over 50 pastors and/or church representatives in the room which is a 
phenomenal accomplishment. His thrust of success was based upon consistency and the 
ability to draw professional personnel. Dr. Johnson was transparent in revealing the 
questioning of the group size but confirmed the value of a core that is committed to the 
work of social change. 

It was my desire to also visit the People for People, Incorporated in Philadelphia, 
PA. People for People is another strong community organization located in northern 
central Philadelphia. This trip was canceled because of COVID-19 and will be 
rescheduled once national health conditions adjust. 

We were successful in developing a separate 501c3 for Community Services. The 
Corinthian Community Development Corporation has a focus on community partnership 


programming. The corporation maximizes the volunteer and professional personnel of the 
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Corinthian Baptist Church for the purpose of providing the needed service to the 
community. The first project, which began in 2019, was a Request for Proposal (RFP) 
service award from the Department of Corrections to provide chaplaincy services in two 
of the nine state prisons in Iowa. The second project was a partnership with Aging 
Resources to provide food distribution and grocery pick-up for seniors. The senior 
population was hindered during COVID-19 by requested quarantine procedures. They 
needed assistance to acquire essential item from department stores. 

The work through the CBCDC showed that usefulness of a separate non-profit 
corporation in the scheme of the community partnerships. Through this entity we have 
been able to utilize funding from sources that are prepared to financially support needed 
programs but lacked the capacity of personnel to deliver said services to the African 
American community specific. This idea can be spread throughout the community of 
churches to supply and connect needed service providers with funded service programs. 
Finally, I want to clearly state in that the funding not only supplied the programs but also 
offered compensation for the servicers. Therefore, in these cases we are talking about 
employment opportunities, full-time and part-time, that have been sustained. 

Secondly, we saw the need to better understand trauma as it relates to people amid 
health crises. It was decided that continued training could facilitate this objective. I then 
applied to Unity Point Health Services, for the Clinical Pastoral Education intensive 
program. I was denied because of the large volume of applicants on the waiting list. I 
continued my pursuit and was accepted by The Institute for Clinical Pastoral Training 
(ICPT). The Institute for Clinical Pastoral Training (ICPT) is a multi-faith chaplaincy 


educational community. They strive to expand interdisciplinary educational opportunities 
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while promoting effective communication and collaboration amongst spiritual care 
providers in healthcare, prison, military, police, fire, and religious organizations. The 
Institute for Clinical Pastoral Training (ICPT) is dedicated to offering a standardized and 
evidenced-based Clinical Pastoral Education (CPE) training program to chaplains and 
spiritual care providers. 

This school offers the opportunity for the completion of four units of CPE and 
preparation for board certification. Completion of four units will give full accreditation 
for hospital chaplaincy service. My present work at the Newton Correctional Facility is 
allowing me to fulfill the requirements for supervisor clinical observance (see Appendix 
I). In terms of acquiring knowledge surrounding trauma the prison may not give me 
exactly what I am desiring. Therefore, I have pursued the idea of volunteering at 
Broadlawns Medical Hospital, and with Chaplain Linda Bruce, Chief of Chaplaincy at 
VA Hospital, Des Moines. This continued education will surely intensify my knowledge 


of clinical services to those who are suffering traumatic experiences. 
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CONCLUSION 
SO WHAT IS NEXT 


Lastly in terms of moving forward, allow me to offer my personal involvement in 
the learning process which is yet at the center of the communal thrust of my drive. 
During one of our recent weathers my mother was found wondering outside, in a 
temperature of -10 degrees, searching for me because she heard voices telling her that I 
was being injured. We are thankful for the angels of mercy for the Lord provided that we 
got her home that night. At that time, my mother was not under any mental health care, 
but only primary physical care. There were times of concern about my mothers’ mental 
condition, several eyebrows raised as to what might be going on, but nothing was done 
by her or family over the years. But this event caused us to act and enter mental health 
treatment. Mom is a member of my church and we had our moment of prayer but then we 
made our way to the hospital. This is the role of the pastor knowing his limits. Mom was 
diagnosed with schizophrenia because of her suffering from vocal hallucinations. Further 
treatment began on a regular basis with Eyerly Ball Community Mental Health Services. 
We believe that my mother has suffered with this since possibly her teenage years, but 
because of the stigma and/or misappropriations of the African American, especially in the 
South, she was not treated then nor in her maturing days in which she worked as a nurse. 
She is in her eighties now and I can still hear her saying statements like “don’t call me 
crazy,” “there’s nothing wrong with my mind,” and the like. She has been fighting a 


lonely battle until now. 
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The mental health treatment has added the missing piece to her holistic health. 
She has been a pillar in the church with a strong relationship to God, and now we have 
helped her gain what she has needed for so long, a connection to mental assistance. This 
has given my mother a better quality of life. We now know how to help her and live 
successfully with her (which is so important) as a family. 

As a representative (Pastor) of the church, I am grateful that I clearly see the need 
to get out of the way and let the professionals do their job and I do the praying 
(partnership). For my mother, I wish we had done this years ago. I can only imagine how 
many in the African American community are in the same position. 

The project concludes with a considerable number of unfinished activities due to 
COVID-19. Iam thankful for steady enthusiasm for the project and its continuation into 
the future. There is yet a need for some answers. Research thus far has shown a concerted 
effort to obtain a model. Several possibilities have developed but none settling on an 
answer. In efforts to further the project’s potential to serve the community, Broadlawns 
Hospital has offered the opportunity to partner with the church to produce a COVID-19 
onsite clinic for testing and vaccinations. The development of this effort will then roll 
into the proposed project of an onsite mental health clinic, a “safe space” for those who 
have placed their trust in the church but may have problems with medical institutions. I 
call this “the place,” somewhere to go that represents the answer to your problem. 
Considering the respect for the church we will revisit the possibilities for the community 
forum. We still need to hear from the community. The forum’s makeup will ascertain 
community buy-in on the subject in the form of their suggestions to fix the gaps in 


services and their willingness to engage. 
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Secondly, I have experienced some awakening moments in my clinical pastoral 
education. This competency experience has provided me the difference between clinical, 
behavioral, and theological understandings in the field. Clinical is the observation and 
treatment of actual patients. The term has to do with providing direct patient care of any 
type. Behavioral is the field of mental health care comprising of both mental illness and 
addiction. Theological is the study of the religion, plain and simple, also effectively used 
for “the study of God.” 

Defined terminologies such as these help us envision where we (the church) may 
have assisted in the improper handling of patients. The provider of care should have a 
certain set of skills that can meet the immediate need of mental health versus a “church 
version” of spiritual care only. As discussed earlier we lack this proper posturing in the 
religious setting. Sometimes the church is not in the lead position but following and 
supporting the expertise of the care giver. Therefore, when the right “person” is in the 
right “position” we can obtain the right “results” for the patient. This is the brilliance of 
partnering; it does not matter who leads or follows, it only matters who is going with you 
(fellowship). 

I want to suggest that the church body consider creating a position of Chaplain(s) 
within the organizational structure. Traditionally this has been the person in the auxiliary 
who is responsible for the opening and closing prayer at the meeting. This must evolve to 
a fully trained group of individuals who understand how to serve the public from a non- 
biased perspective. The pastor or denominational leader(s) are not having an easy time 
with this concept. It goes against the constructed polices of the position and, for some, 


their theology of the scripture towards healing. The idea of getting new tricks out of an 
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old dog has always been a challenging undertaking. Either is takes too long to get the 
message across or the dog just cannot and possibly does not want to do what is being 
asked. 

Starting fresh with a qualified person that has the heart for the position will bring 
an immediate productive attitude of spiritual care. The pastor really has enough to do in 
the job of administrating the function of the church. Exodus 18 declares the need for 
teaching, training, trying, and trusting others to assist in the ministering to populace. 
Chaplains are trained to minister in and out of a religious context. In a broad way, the 
chaplain assists in emotional support, physical assistance, relational reconciliation, and 
spiritual encouragement. All of these represent ways in which the chaplain provides 
spiritual care for the soul—regardless of faith tradition, denomination, or lack of religion. 

Naomi Paget states: 

Chaplains are trained to work in concert with an Interdisciplinary Team 

which looks at the care of individuals from a holistic perspective. It is a 

perfect example of respect with the professional fields and how inclusion 

can bring about a diagnosis that is more suitable for the patient’s 

condition. In fact, this function of the chaplain could be considered an 


umbrella that encompasses all the roles — minister, pastor, intercessor, and 
healer. ! 


However, the most obvious act of spiritual care is providing help in times of need. 
Moving the role internally as part of the organizational trust of the church, mobilizes the 
efforts of partnership immediately. This may also help to alleviate the pressure of 
reprograming the church (clergy), by giving time for new learning to elevate the church 


into action through observed experiences. An old deacon used to say to me, “Reverend 


100 Naomi K. Paget and Janet R. McCormack, The Work of the Chaplain (Valley Forge, PA: 
Judson Press, 2006), 22. 
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just get the train going, they will see it moving out of the station and jump on the caboose 
before they get left.” 

I have begun application for ecclesiastical endorsement from National Baptist 
Convention, USA, INC and plan to attend the Chaplaincy Training Courses offered 
during the June Conference of Christian Education. 

Finally, an intentional effort must be made to engage the church in following 
when we are not leading. The church is not in the forefront in all aspects of the healing 
process and must cease from demanding that position when not appropriate. In the mental 
agenda the church should be in the support role and assist individuals by “moving out of 
the way” and letting the qualified “partners” take the lead. This may be a sense of 
humility for the church, but it is needed for partnership with community agencies. 

For better understanding of government support and unified services to the 
community we have planned to continue meeting with Tira Mays, who works in the 
Government Programs Coordination and Financial Counseling Department at 
Broadlawns Medical Hospital. She will provide training for state and local economic 
programs for health care. I have joined the One Economy Group/Economics and Health 
team to learn how to implement and lobby for income for the depressed areas of the 
community. This group will give me immediate access to the individuals who are 
presently evaluating and providing services to the community. Making them visible by 
collaborative functions (Corinthian’s Community Forum) will promote greater 
opportunity for the African American community to take advantage of services. In these 


functions there must be influential endorsements and testimonies so those with 
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apprehension may find strength to overcome fears. The goal is to change practitioners 


into partners. 
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Appendix A: 
Demonstration Project Proposal 


D2, 


WHEN CONSIDERING MENTAL HEALTH: EMPATHIZE DON’T SYMPHATIZE 
By 
JONATHAN WHITFIELD 


A DEMONSTRATION PROJECT PROPOSAL 


New York Theological Seminary 


October 2019 


Challenge Statement 


As pastor of the Corinthian Baptist Church, Des Moines, Iowa, I have discovered a strong 
resistance in the African American community towards seeking medical assistance in the area of 
mental health. 

It is the purpose of this project to facilitate a church-based partnership that will bring about 
awareness to the African American community, to dispel all hindrances and foster a willingness 
to seek comprehensive preventive mental health care. 
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CHAPTER 1 
INTRODUCTION TO THE SETTING 


My journey to Des Moines, Iowa began in the month of June in the year of 2014, 
following 20 years of ministering in Hackensack, New Jersey. This transition came to 
my wife, Theresa Whitfield and I, in the middle of great passion about mental health and 
service to the mentally ill. Theresa authored a book entitled Celebrating Your Scars, as 
she was a victim of what some people would consider a horrific attack on July 22, 2007, 
by a member of our church in New Jersey, who was diagnosed with a mental illness that 
we now know as Schizophrenia. This attack left Theresa in need of emergency surgery 
which required 2000 stitches to repair the damage that was done, 1500 in her facial area 
alone. We are yet praising God for all who assisted in this miracle form above. My wife 
is a testimony of “not looking like, what you have been through.” 

In the book Celebrating Your Scars, Theresa shares our passionate concern for 
safety in the church, our beliefs of forgiveness, how to become an overcomer, the 
mandate of security needed in churches today, and mental health awareness and wellness. 
And while conversations about mental health and wellness are becoming more visible 
within the faith community, there are still strong beliefs in the black church that mental 
illness, such as depression, anxiety, bipolar, PTSD, and Schizophrenia just to name a few 
can be prayed away without any medical treatment. 

For generations, black people have leaned on scripture and faith-based practices 
and rituals to give them hope and peace of mind. For some Christians, anything that hurts 
from the heart to a broken leg could be prayed away. And because of these practices and 
beliefs sometimes Psychologists find it difficult to convenience someone who has lived 


through decades of oppression and degradation, and whose spirituality has been passed 
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down through generations, that the same God and faith who has a hand in delivering our 
people from White supremacy cannot do the work of healing our mental disorders. This 
belief that mental illness can be prayed away is harmful, and it hurts many Christians 
who do in fact experience mental illness. 

While secular professionals have tried to improve their programs on Mental 
illness, Churches and Clergy remain weak in Ministry to hurting families and aiding 
people who suffer with mental health, for at the time when families need Christian 
support most, there is an awkward avoidance. It seems as if there is an ignorance when it 
comes to addressing mental illness or an afterthought, so we avoid the unknown and 
those who are ignorant of both mental health and theology tend to blame mental illness 
on sin or bad parenting and find it easy to withdraw or blanket it with the Bible. 

This project has awakened the passion that I had in the Northern New Jersey 
arena. My wife and I are deeply encouraged by the response from our community 
hospitals and local churches within the Central providence of Iowa who are responding to 
God’s call, to share the Love of Christ and his message of salvation with those who are 
struggling with mental illness. We believe that the work that God has placed before us 
has the potential to impact millions of individuals and families who have all too 
frequently been excluded from local churches due to the lack of knowledge concerning 
mental illness. 

To build the bridge of faith and mental awareness/wellness, I believe the black 
church must adopt a mentality where it is okay for our beliefs to evolve. The God who 


cares for all creation and human beings must also be concerned with mental health and 
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wellness. It is my own personal belief system that doctors, therapists and medication are 
all a part of God’s creation. 

I believe that Christians can pray and seek therapy and take medication if that is 
what they need to become whole beings. I believe that the church is to be a place where 
people gather, are fed the Word of God, and then are compelled to act against injustices 
and the lack of love in the world. I believe that if those within the black community 
would continue to speak out about their own mental health journey, then we can begin to 
lift the stigma around acknowledging mental illness. If Christians can do away with the 
ideas that mental health illness are the manifestations of the lack of faith or prayer, other 
black Christians may actually be free to seek the help that is becoming more available to 
them, and live lives that are healthier and more holistic. Together, I believe that we can 
make a difference. 

Institution Setting: History of the Corinthian Baptist Church, Des Moines, Iowa 

Corinthian Baptist Church was founded by 21 women who approached Reverend 
Samuel Johnson in 1898 for the express purpose of establishing a spirited Baptist church 
in Des Moines, Iowa. There were several other denominations, but there were no Baptist 
churches in the area. On April 3, 1898, Reverend Johnson established the First Baptist 
Church of Des Moines. First Baptist Church was located on the east side of Des Moines 
in family dwelling. However, after a short period of time, it was relocated to West 12th 
Street between Crocker and School Streets, close to the former St. Paul AME Church. 

Reverend Samuel Bates became the first Pastor of First Baptist Church, on May 
18, 1898. The church was then renamed to Corinthian Missionary Baptist Church, shortly 


thereafter. As the membership increased, the church retired the mortgage in 1901 and 


97 


called a new pastor in 1902. Reverend T.L. Griffith accepted the membership call in 
January of 1902 and moved the congregation to a new facility located at 15th and Linden. 
Enjoying continual growth over the next 15 years, the church established itself and 
seeded the community as several other Baptist churches were organized. 

In April of 1917 Rev. George W. Robinson, Sr. became the new pastor. The 
congregation quickly outgrew the building and purchased a property located at 9th and 
School Streets. The first worship service was held on July 3, 1927 by Reverend Robinson 
and he continued to lead the congregation for 31 years. Reverend George Robinson died 
on September 1948 and Reverend Albert Fox was appointed as interim minister. 

Reverend E. Lloyd Jemison (1949-1950) and Reverend Norman R. Olphin (1951- 
1967) served as Pastor of Corinthian until 1968, when Reverend F.W. Strickland was 
appointed pastor. Taking control of the congregation on July 1, 1968, Reverend 
Strickland immediately launched a building program. After four years, on March 5, 1972, 
the present structure and the first new building was completed. He was instrumental in 
the development of many programs at the church. One of Rev. Strickland’s greatest 
accomplishments was establishing Corinthian Gardens Apartments, a 75-unit senior 
citizen and handicapped facility located on 10th and Crocker Streets. A selected 
independent board, made up of mostly Corinthian Members, took control of the facility. 
The number of units has increased over the years and the facility remains a viable 
residency for many seniors and handicapped. After serving for many prosperous years at 
Corinthian, Reverend Strickland retired in 1990. 

Reverend Charlie Stallworth was installed as Pastor of Corinthian on December 


11, 1991 after the retirement of Reverend Strickland and the services of Reverend 


98 


Terrance Shane who served as Interim Pastor. The church quickly expanded to capacity 
with the introduction of the 8:00 A.M. worship service and many new Sunday School 
classes. A series of mini-courses covering every phase of human development and a 
church health clinic were created. 

The New Family Life Center, a brainchild of Reverend Stallworth, came into 
existence. The addition to the Corinthian Church building added a gym/stage, a 
fellowship hall, 10 classrooms, a new baptismal pool, a renovated sanctuary, and a chapel 
and new administrative office that cost in excess of $2.5 million dollars. The Corinthian 
Baptist Church quickly became a hub of citywide and statewide functions. 

In 2001, Reverend Stallworth resigned, and Reverend Lee Zachary Maxey 
became pastor in January 2003. Continuing the work of those who came before him, 
Reverend Maxey advocated that the church builds through discipleship by creating, 
sustaining, and empowering God’s disciples. Reverend Maxey sought and developed 
many relationships with other congregations that were instrumental in strengthening 
religious and community ties. He resigned in December 2008. Reverend Harold Davis 
was asked and accepted the position of Interim Minister. 

In March of 2010, Reverend Michael C. Burton was called to pastor the 
Corinthian Baptist Church. Reverend Burton increased membership by more than 275 
members. Pastor Burton established several new ministries such as Kara Praise Dancers, 
Marriage Ministry, Health and Fitness Ministry, Young Adult Ministry and many others. 
Sadly, on December 24, 2012, God called our beloved Pastor Burton home to receive his 


crowns. 
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In June of 2014, Corinthian Baptist Church welcomed our current pastor, 
Reverend Jonathan Whitfield. Reverend Whitfield was installed as the 10th pastor of 
Corinthian Baptist Church in the month of August 2014. Pastor Whitfield brings a 
community partnership mandate that will thus the church into continued service to the 
local area. In 2017, Pastor Whitfield established a focus on “Becoming a 21st Century 
Church”. This intuitive will enable the church to evaluation its present culture and take 
advantage of the opportunities of this age, to strategically position the church in 
determining what adjustments need to be made to include the church’s governance, 
facility/site, ministries and community programs/partnerships, church 
membership/discipleship, and communication. 


DOCTRINAL BELIEF 
We believe that the BIBLE, composed of the Old and New Testaments, is 


inspired of GOD, and is of supreme and final authority in faith and life. 

We believe in one GOD eternally existing in three Persons - FATHER, SON and 
HOLY SPIRIT. 

We believe that Jesus Christ was begotten of the Holy Spirit and the Virgin Mary, 
and that He is true GOD and true man, and is the only and sufficient Mediator between 
GOD and humankind. 

We believe in the personality of the Holy Spirit and that His ministry is to reveal 
Christ to humankind in the regeneration and sanctification of their souls. 

We believe that man and woman were created in the image of GOD, and that they 


sinned and thereby incurred spiritual death. 
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We believe in the vicarious death of the Lord Jesus Christ for our sins, in the 
resurrection of His body, His ascension into heaven, and His personal and visible future 
return to the earth, and that salvation is received only through faith in Him. 

We believe that baptism is immersion of a believer in water, in the name of the 
Father, and of the Son, and of the Holy Spirit; setting forth the essential facts in 
redemption - the death and resurrection of Christ; also essential facts in the experience of 
the believer-death to sin and resurrection to newness of life; and that the Lord's Supper is 
a commemoration of the Lord's death until He comes again. 

We believe that a New Testament church is a body of believers thus baptized, 
associated for worship, service, the spread of the Gospel, and the establishing of the 
Kingdom in all the world. 

Demographic Survey 

A survey was commissioned by Pastor Whitfield to get to know Corinthian better, 
while capturing the “likes” of Corinthian, to gather ideas for improvement and collect 
statistical data that, in turn, would create a profile of the entire congregation. 

God has blessed Corinthian with rapid growth. We’ve all been impacted by this 
growth. The survey provides information needed as we plan and analyze how best to 
serve our growing membership and thriving community. 

Outstanding Response Rate 

Church records indicate our membership is 800 members. A diverse mix of 196 

members completed the survey for a response rate of 25%. According to experts, a 


response rate of 20% - 30% is quite credible and statistically relevant. In other words, we 
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received enough responses to presume the results would be similar even if every member 
had taken the survey. The survey was conducted completely anonymously. 


Church Demographics at-a-Glance 

From the 196 respondents who submitted the survey. 

Gender: Women (65%), Men (35%) 

Age: 18 -25 yrs (6%), 26 — 40 yrs (17%), 41 — 60 yrs (48%), 61 — 80 yrs (25%), Over 80 
yrs (4%) 

Marital Status: Married (46%), Single (29%), Divorced/Separated (19%), Widowed 
(6%) 

Education: High School/ GED (15%), Some College/Assoc Degree (39%), Bachelor/4yr 
Trade School (25%), Grad Degree/Professional Degree (21%) 

Household Income: $30,000 or less (30%), $30,000 to $50,000 (20%), $50,000 to 
$100,000 (33%), Over $100,000 (17%) 

What We Learned 

We have lots of children here at Corinthian. 171 according to those who completed the 
survey: 


Age Range Number 
0 —9 yrs 64 
10 -18 yrs 63 
College 44 


Newcomers and Old Timers — Years of Service 
189 people responded to the question: 
Number of Years 


0 -5 yrs 44% 
5 -20 yrs 28% 
20 — 40 yrs 17% 
40 yrs or more 11% 


Survey results indicate that a sizable number of the responders attend multiple 
worship services. We presently offer services on Saturday at 5pm, Sunday at 8am and 11 
am. These individuals may likely be members of ministry which are responsible of 
service at these gatherings. We also traditional Christian Educational Training such as 
Sunday School, Bible Study, Prayer Service and a Bible Institute which offers Certified 
courses. 90% of the membership are serving on 4 or more ministries/services to the 


community. Over 90% have access to technical devices and are using them consistently 
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throughout their weekly journey through life including social media use of Facebook, 
Google, YouTube, Instagram and/or Twitter. 


Geographic Location 
Most of Polk County’s Black population are descendants of the enslaved peoples 


from West and Central Africa who were brought to this country in the transatlantic slave 
trade. Their freed ancestors migrated to Iowa and Polk County in search of economic 
opportunity. Others have more recently migrated to Polk County from large urban 
centers, like Chicago, and from southern states — including Mississippi, Alabama, 
Louisiana, Texas, Tennessee, and North Carolina — in search of economic opportunities, 
better education, and more peaceful neighborhoods. For the purposes of this report, the 
term African American is consistently used to identify this population of people.! 

A second subgroup of people in Black Polk County are immigrants from other 
parts of the world, including various African countries, and their descendants. Countries 
of origin include Nigeria, Sierra Leone, Cameroon, Egypt, Kenya, Liberia, Ivory Coast, 
Jamaica, Brazil, and others. Some immigrated to be with family or for economic 
opportunities while others immigrated for university studies. While many of these 
immigrants have become naturalized US citizens, strong cultural ties, including language 
and ethnic identities within the countries of origin, are distinct characteristics of this 
population. Because of restraints in data collection and reporting, it is especially difficult 
to determine the number of African immigrants living in Polk County This presents real 
limitations in providing demographic data for this important subgroup of Black Polk 


County. For the purposes of this report, the term African immigrant is consistently used 


! Polk County Directors Council. 2017. ONE ECONOMY: Building Opportunity for All. April 1. 
Accessed June 1, 2019. www.TDCdsm.org/one-economy. 
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to identify this population of people. When discussing African immigrants and refugees 
together, the term African is used Please note that many sources include this population 
in the term “African American or Black” and is thus reflected in this report.’ 

A third subgroup of people within Black Polk County is African refugees. Unlike 
most of Polk County’s African immigrants, the African refugees who live here are unable 
to live in their home countries due to war, genocide, internal conflict, or widespread 
drought or famine conditions. Polk County’s African refugee population has grown 
significantly in the past two decades. Since 1993, people from Sudan — and now South 
Sudan — have resettled in Des Moines. Des Moines has the second-largest population of 
Sudanese refugees in the United States at nearly 8,000 in 2012 According to the Iowa 
Bureau of Refugee Services, other African refugees have settled in Polk County Between 
2015 and 2016, 3 refugees arrived from Burundi, 109 from the Democratic Republic of 
the Congo, 14 from Eritrea, 6 from Ethiopia, and 39 from Somalia. While there is 
information on the total number of African refugees originally settled in Polk County, 
these numbers do not include refugees who have moved here from other U S locations or 
their children born since arriving in the United States In addition, restraints in data 
collection and reporting result in significant limitations in providing demographic data 
for this important subgroup of Black Polk County.? 

African Americans and Africans are 3-4 percent of the total Iowa population. 
African Americans and Africans are 6-7 percent of the population in Polk County. Polk 


County has the largest Black population in Iowa, representing nearly 30 percent of all 


? Polk County Directors Council. 2017. ONE ECONOMY: Building Opportunity for All. April 1. 
Accessed June 1, 2019. www.TDCdsm.org/one-economy. 
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African Americans and Africans living in the state. African Americans and Africans are 
almost 11 percent of the total population in Des Moines. This is the highest proportion for 
any city or town in Polk County. Other Polk County communities with African 
American and African populations at or above 3 percent are > 3% West Des Moines.* 
FOCUS SITUATION 

In order to bring people in for mental health treatment, we must first change the 
language. Bringing people in to have a one-on-one conversation about their areas of 
concerns, strengths, abilities and needs instead of the “assessment” may offer a more 
friendly and non-threatening approach. It is looking at a holistic advantage to an 
individual’s well-being: mind, body and spirit. 

In addition, gaining a better understanding of trauma and the impact that trauma 
has on mental and physical health should be added to the priorities of competencies. 
Ultimately, we are attacking the job of creating a “safe space” for people to share. A 
place where they do not feel judged or belittled because of their state of mind. My mental 
state is not a sign of a lack of faith! 

THE PROBLEM 

There are four main challenges in the community. 

Stigma. This remains a major issue that seems to have deep roots. When the man 
of Gadara said his name was “Legion,... because we are many,” his comment suggest the 


countless individuals in every age, whose mental dysfunction causes fear, rejection, or 


4 Polk County Directors Council. 2017. ONE ECONOMY: Building Opportunity for All. April 1. 
Accessed June 1, 2019. www.TDCdsm.org/one-economy. 
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shame, and to which we tend to respond with the same few measures no more adequate 
for our time than his.° 

Incarceration. A fine line exists between criminal violation of the law and 
behavior that is criminalized because law enforcement agonies have had no other 
resources for handling persons whose actions resulted from mental illness symptoms that 
affect thinking, perceptions and behavior. 

Deinstitutionalization. The United States and some other nations have move 
towards deinstitutionalizing mental patients which has focused on the problem of 
“warehousing”. Yet, it has caused another problem. There are an inadequate number of 
community-based mental health programs to care for those who are removed from 
hospitals, therefore the streets or prisons have become the substitute for a hospital ward 
for too many people.° 

Misunderstanding of Faith. As a pastor I know that mental illness can challenge a 
person’s theological core. Sometimes our concepts of sim and forgiveness, are 
inappropriately applied in ways that heighten paranoia and clinical depression. Great 
care must be exercised in ministering to those whose mental illness results in exaggerated 


self-negation.’ 


5 United Methodist Church. 2009. Ministries in Mental Illness. September 9. Accessed September 
15, 2019. https://www.umc.org/en/content/m inistries-in-mental-illness. 


° Thid 
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CHAPTER 2 
PRELIMINARY ANALYSIS OF THE CHALLENGE 


Despite important initiatives to eliminate racial-ethnic disparities in mental health 
care, African Americans, compared with white Americans, underutilize traditional mental 
health services. Discouragingly, the 2009 National Healthcare Disparities Report 
indicates that the gap for depression treatment between African-American and white 
adults is increasing. Among the many factors that may contribute to African Americans' 
underutilization of traditional mental health services are stigma associated with mental 
illness, distrust of providers, and barriers to access, such as lack of insurance. Given the 
debilitating nature of mental disorders, especially among African Americans, identifying 
ways to increase mental health service utilization in the black community is a vital public 
health concern.® 

Church-based health promotion programs have received increased attention as a 
way to reduce health disparities among African Americans. As defined by authorities, 
church-based health promotion consists of “a large-scale effort by the church community 
to improve the health of its members through any combination of education, screening, 
referral, treatment, and group support.” The Black Church, which encompasses the seven 
predominantly African-American denominations of the Christian faith, is a trusted, 
central institution in many African-American communities that has been used as a setting 
for the delivery of health, social, civic, and political services. Church-based health 


promotion programs have been used successfully in African-American churches to 


8 Mental Health America. "Black & African American Communities and Mental Health." 
mentalhealthamerica.net. January 30, 2019. http:/Awww.mentalhealthamerica.net/african-american-mental- 
health (accessed February 19, 2019). 
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address health disparities for numerous medical conditions, such as cancer, diabetes, 
obesity, cardiovascular disease and hypertension, asthma, and HIV/AIDS.’ 

Intrigued colleagues conducted a systematic review of 53 health programs in 
faith-based organizations from 1990 to 2000 to determine the effectiveness of these 
programs in providing health care services. Of note, they concluded that faith-based 
programs can improve health outcomes. However, only two of the articles reviewed 
identified mental illness as the study's primary focus. In one of these studies, all 
participants were white, and in the other, the ethnicity of participants was not specified.!° 

The invaluable role of pastoral counseling and of African-American clergy as 
“gatekeepers” for mental health referrals has been described in detail. The therapeutic 
function of services in the Black Church has also been reported. However, these studies 
do not fall under the rubric of church-based health promotion programs, because they 
either focus exclusively on the activities of clergy or describe in general terms how the 
church can be a place of healing for members. Given the success of such programs in 
addressing health disparities for medical conditions among African Americans, we feel 
that a review of church-based health promotion programs for mental disorders is 


warranted. !! 


° Mental Health America. "Black & African American Communities and Mental Health.” 
mentalhealthamerica.net. January 30, 2019. http:/Awww.mentalhealthamerica.net/african-american-mental- 
health (accessed February 19, 2019). 


10 National Alliance on Mental Illness. "African American Mental Health.” nami.org. January 30, 
2019. https://www.nam1.org/find-support/diverse-comm unities/african-americans (accessed February 19, 
2019). 


1 Tbid. 
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A major strength for the project’s success is that the site team is committed to the 
planning, organizing and function of the proposal. The team consist of the following 
members: Tira Mays, MJ, Ed. M, Government Programs Coordination and Financial 
Counseling Department at Broadlawn Medical Center; Dr. Yogesh Shah, MD, MPH, 
FAAFP, Chief Medical Officer and VP of Medical Affairs, Broadlawn Medical Center : 
Wayne Ford, Community Liaison, Broadlawn Medical Center, Caryn Farmer, Linda 
Carter-Lewis, NAACP and President of Woman Auxiliary of Central District Baptist 
Association : Kenneth L. Ratliff, Community Consultant, Des Moines University; 
Jacqueline Easley, Community Liaison, Mercy One, Des Moines Medical Center. The 
resume for the site team includes individuals who are presently servicing people with 
mental health needs, substance abuse struggles, persons needing financial assistance for 
health care, community resources, men and women who sought protection from a 
domestic perpetrator, families who may have lost a loved ones (grief counseling) and 
those who are dealing with a family member who may be at the end stages of life. 

Another strength is the African American Church and its ability to provide a 
“Safe Space”. During the decades of slavery, African Americans relied heavily on their 
churches for refuge, a spiritual foundation and as a source of religious enrichment and 
secular development. The religious community offered a catharsis for African Americans. 
The church has been the one place where people of color can come together for praise, 
worship and healing. 

Organized politically and spiritually, black churches were not only given to the 
teachings of Christianity, but they were faithfully relied upon to address the specific 


issues which affected their members. For many African-American Christians, regardless 
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of their denominational differences, Black Churches have always represented their 
religion, community, and home. Corinthian Baptist Church, specifically, is centrally 
located between downtown Des Moines and the inner city. The church is also on the bus 
line which makes it easily accessible for individuals who do not have reliable 
transportation. The church is focused on community and community engagement. 
Activities that the church is currently hosting includes: Post-traumatic stress group for 
Veteran’s, Computer class for seniors; annual blood drive, voter registration, hosting 
community conversations with law enforcement, Human Services and the free medical 
clinic. 

The church has sufficient space for classes and other community activities, 
including a gymnasium and a computer lab. 

An area of weakness for the church is better marketing of services that are 
provided by sharing information with other non-profit organizations and churches. There 
remains a disconnect among the Black church and clergy that needs bridging in order to 
acquire the vocal call of health within the community. Another weakness may come in 
the form of the clients who may not buy into the mission of health. It will be the 
responsibility of the collaborate team to create an atmosphere of recovery, deliverance, 
hope and life for those who are concerned about their future quality of living. 

The church has many opportunities to address the holistic needs of the 
community. Physical Health — The church currently has a clinic. By increasing the hours 
of the clinic and offering preventive care and routine appointments, this will reduce 
emergency room visits, thus decreasing medical costs. The clinic operates as part of the 


Free Clinics of Iowa, which opens for service every Saturday from 9 am — 12 pm. The 
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clinic presently serves an average of 20 — 25 people for varies illnesses and medical 
assistance, to include physicals for employment or school. Medical students and interns 
from Broadlawns Hospital, Mercy Hospital, and of Des Moines University, Osteopathic 
Medical Center all give their service. 

Mental Health — African Americans traditionally have an adverse reaction when 
you begin to talk about mental health. By opening up conversation, removing stigma 
around mental health and changing the language, the church has an opportunity to begin 
community conversations where individuals come in as groups and share challenges they 
are facing and concerns. Others share testimonies on how they have used mental health 
services to process through life challenges. After community conversations begin, the 
church can then offer one-on-one coaching sessions (therapy) and support groups, for 
individuals to discuss challenges, strengths and develop goals. The number of churches 
offering the “safe space” that are currently working with this population in Polk County 
is zero. This is a fresh approach to this problem. 

Other services — As the church begins to address the physical and mental health 
needs of the community, it can also begin to address other challenges that may impact 
stability and self-sufficiency. 

Some major treats are unemployment and the lack of education. Individuals are 
not able to focus on their basic health because they are concerned with how they are 
going to feed their families. Another treat that must be faced is with budgeting. Funds 


will be needed to cover the cost of the professional services. 


Challenge Statement 
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As pastor of the Corinthian Baptist Church, Des Moines, Iowa, I have discovered 
a strong resistance in the African American community towards seeking medical 
assistance in the area of mental health. 

It is the purpose of this project to facilitate a church-based partnership that will 
bring about awareness to the African American community, to dispel all hindrances and 


foster a willingness to seek comprehensive preventive mental health care. 
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CHAPTER 3 
PLAN OF IMPLEMENTATION 


Goals and Strategies 
Goal 1 - Raise Awareness of issues affecting cognitive health among African Americans 

Strategy 1: Develop a community forum/Courageous Conversation 

Strategy 2: To promote awareness and education activities through faith institutions/ 
establish Memory Sunday 

Strategy 3: Identify the community resiliency 

Evaluation of Goal 1: Analyze the results from the forum data, interviews and 
surveys. Develop a tracking system to measure family size, income, community 
resiliency, community involvement in the 50314 zip code and report an increase or 
decrease in Mental Health screenings post Education Awareness and Memory Day. 
Goal 2: Establish a Biblical Bases for Healing /Build Collaborative Partnerships 
between the Church and Community 

Strategy 1: Preach and Teach on the Biblical Context of Healing. 

Strategy 2: Develop and implement a lesson series to thoroughly discuss the 
theology of biblical healing. “God’s Power to Help Hurting People” a 15 week book 
study series. 

Strategy 3: Invite spiritual leaders to join in the lesson series; and the development 
and implementation of community mental health initiatives that support the efforts of 
awareness and comprehensive mental treatment. 

Strategy 4: Establish relationships with Chaplains in prisons and psychiatric 


hospitals to build bridges to faith communities as part of discharge planning. 
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Evaluation for Goal 2: Create a power point presentation identifying the Biblical 
health context and the benefits to having the Church community involved. Develop focus 
Groups, surveys etc. to solicit the input of these potential partners. 


Goal 3: Establish a Mental Health Clinic in a “safe space” (Church/Community) 
Strategy 1: Contact community mental health service providers and enlist their 


support in developing and implementing the clinic in a church “safe space”. Broadlawns 
Medical Center, Mercy and Methodist Hospitals, NAMI, Alzheimer Association, and 
other organizations. 

Strategy 2: Conduct meetings for proposed establishing of the clinic. Proposed 
place, time, service practitioners. 

Strategy 3: Advocate from the pulpit and the pews that spiritual practices should be 
regarded as a complement, rather than a substitute, for proper medical care (Church By- 
in) 

Strategy 4: Train church security and volunteers to identify someone who is 
experiencing a mental health crisis. 

Evaluation for Goal 3: Create a project management spreadsheet to maintain 


timeline and responsibilities for opening the mental clinic. 
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CHAPTER 4 
RESEARCH QUESTIONS 


What are the foundation barriers of African Americans towards Mental Health 
and how are they still affecting the individuals today? 

What are the biblical/theological approaches to health and healing and the 
context of a church embedded in the community? 

How do we fix the myth of the church and build a resource systems that will 


assist in mental health comprehensive care? 
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CHAPTER 5 
EVALUATION PROCESS 


Method of Evaluation 1 


Reliable Tracking System to track deliverable and non-deliverable outcomes 
based on the utilization of the medical treatments offered. A focus point will be the use 
of comprehensive care centers, clinics instead of emergency room care. 


Method of Evaluation 2 


The present of an Oversite Advisory Committee should give immediate transition 
to any hindrances observed during the process. Support Groups on the site will be a tool 
of evaluation through surveys and focus group discussion. Measurable data can be taken 


to see if the clients are establish a better quality of life. 
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CHAPTER 6 
MINISTERIAL COMPETENCIES 


Competency Goal 1 — Church/Community Partnership- Study “For Profit vs Non 
For Profit” 


e Strategy 1: Site Visit, Stir Step Foundation, Minneapolis, MN, Partnership 
Development between Church and Community 
e Strategy 2: Site Visit, People for People Foundation, Philadelphia, PA, Company 
Board Development 
e Strategy 3: Meet with Polk County, lowa, Community Block Grant Coordinator, 
learn the process for grant proposals 
e Strategy 4: Develop a separate 501c3 for Community Service 
e Evaluation for Competency Goal I: Case Study of polite programs 
Competency Goal 2 - Clinical Pastoral Training/Better understanding of Trauma 
e Strategy 1: Submit an application to Unity Point Health, for the CPE intensive 
program 
e Strategy 2: Volunteer at Broadlawn Medical Center, Geriatric Department and/or 
with Chaplain Linda Bruce, Chief of Chaplain at VA Hospital, Des Moines. 
e Strategy 3: Apply for Ecclesiastical Endorsement from National Baptist 
Convention, USA, INC and attend the Chaplaincy Training Courses 


e Evaluation for Competency Goal 2: Observation/Academic Testing 
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Competency Goal 3 — Better Understanding of Government Support/Affordable 
Care Act 


e Strategy 1: Meet with Tira Mays, Government Programs Coordination and 
Financial Counseling Department, Broadlawn Medical Center 

e Strategy 2: Meet with state and local Legislators to learn the economic programs 
for health care. 

e Strategy 3: Join the One Economy Group/ Economics team to learn how to 
implement and lobby for income into the despaired areas of the community 


e Evaluation for Competency Goal 3: Interviews and Focus Groups 
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Appendix A 


TIMELINE 
Date Task/Activity Tools Necessary to Persons Responsible 
Complete Task 
2/2020 Proposal Approval Project turned in Jonathan 


3/2020 Stakeholders Meeting Meet w/clergy Jonathan, Tira, 
Develop Forum Maetha, Uriah 
. Meet w/ Medical 
Staff/Practitioners 
5/2020 Establish firm Community Interviews Jonathan, Tira 
Relationships and Practitioners 
6/2020 Promote Awareness Memory Jonathan, Maetha, 
Sunday/community Dr. Shah, Tira, 
Forum Uriah 
7/2020 |e Identify resiliency and train Practitioners/ Social Tira Mays, 
church key personal to better serve Workers Broadlawn Medical 
mental disorders Training for Security Center, NAMI, 
° Open Mental Clinic Team and Corinthian 
Volunteers Volunteers 


10/2020 Teaching of Biblical Healing 15 sessions on Wednesday Jonathan 
Nights 
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APPENDIX B 
BUDGET 


Date | Task/Activity Tools/Necessary to Person Budgetary Source of 
complete task Responsible | consideration/Co | Funding 
st 


3/202 | Goal 1 — Strategy 1 | Flyers, brochures, Maetha/Uria | $500.00 CBCDC/low 
0 Forum Advertisement/speake | h a DHS 
Ts 


3/202 | Site Location/refreshment | Tira/Jonatha | $25 In Kind 
Meeting 
7 ha 


Strategy 2 Location/refreshment | Tira/Jonat! In Kind 
Promote Memory s n 
Sunday 

Flyers, Speakers 
Memory Sunday Speakers Tira/Jonat Personal 
n 
Goal 2 — Strategy 3 | Flyers, brochures, Tira/Jonat CBCDC 
Meeting with Advertisement, n 
Spiritual speakers, location, 
Leaders/Practitione | refreshments 
rs 


Library Time All information Jonathan Gas//Copying, Site Team 
writing and gathered during the etc /Jonathan 
research implementation of 


Strategy 1 &2 
Goal 3 - Opening Advertisement, Tira/Jonatha | Copying Site Team 
of Mental Clinic decorations 


Min. Comp. 2 — Travel to Kansas Jonathan $1500. In-Kind 
Strategy 3 City, MO, hotel, /Church 

Chaplain Training | food, Gas, fees 

Min. Comp. 1 — Travel to Minn, hotel, $500 Jonathan 
Strategy 1 site visit | food, gas, 

Min. Comp. Travel to Phila. $1000 

1 — Strategy 2 site | Hotel, food, airfare 

visit 


Min. Comp. 2 — Apply, fee Jonathan $1000 Jonathan 
Strategy 1 CPE 
Training 


Library Time All information Gas/Copying, Site Team 

writing and gathered during the etc. /Jonathan 

research implementation of 
Min. Comp Goal 1 & 
2 


9/202 | Goal 2 — Strategy 2 | Flyers, refreshment, Jonathan $100 
0 Training series books, Advertisement 
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Appendix B: Resiliency Among Iowans 


OBJECTIVE #3: Increase Resiliency Among lowans 
Good mental health and wellbeing is fundamental to our physical health, 
relationships, education, training, work and to achieving our potential. 


The benefits of positive mental health and well-being are wide ranging and 
significant both for individuals and for society as a whole. Positive mental health 
is associated with an increase in life expectancy, improved quality of life, 
improved physical outcomes, improved education attainment, increased 
economic participation, and positive social relationships‘. 

Measurement: % of adult lowans reported their mental health was not good 
14 or more days in the past 30 days. 
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Percent of lowans Reporting ‘Not Good’ Mental Health 


SEE TREND HISTORY| 
Current Rate - 2018 Target Rate - 2021 
9.6% 9.0% 


UnitedHealth Foundation. America's Health Rankings analysis of BRFSS. *Additional IDPH analysis of 
national BRFSS data. View Source 
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APPENDIX C: Project CommUNITY 
Project CommUNITY: Mental health hurdles Part 2 
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APPENDIX D: Make It OK 


Join us for 6 Weeks of Make It OK: Week 4 — Make It OK and One Economy 
Thursday, September 17 at 12pm CST 


ff. : 
ch 


Jacquie EasleyMcGhee — Rev.Jonathan Whitfield = Breanne Ward, CRCLMHC = Janice Lane Schroeder 


Panelists 


Director of Senior Pastor Founder at CEO at Children & 
Health Equity at at Corinthian Baptist ForWard Consulting Families of lowa (CFI) 
MercyOne Church 
Make It@) ite 


MakeltOK.org/HOWA One Economy 


To join the discussion, click the link below or dialin! 


Join Zoom Meeting 
https://zoom.us/j/94148719469?pwd=YzY1N25C YmFsUGZSN3loZzI3cU8yUTO9 


Meeting ID: 941 4871 9469 
Passcode: 692803 


One tap mobile 
+13126266799,,94148719469# US (Chicago) 
+19292056099, ,94148719469# US (New York) 


Dial by your location 
+1312 626 6799 US (Chicago) 


Meeting ID: 941 4871 9469 


Passcode: 692803 i I 
Make TOK) "yee Te 


MakeltOK.org/IOWA 
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APPENDIX E: NAMI Connection 


@ NAM(Gonneerion 


National Aiance on Mental ines RECOVERY SUPPORT GROUP © nami Ear Group 


What are the NAMI Connection and Family Support Group Programs? 


NAMI Connection & Family Support Groups are support group programs that offers respect, 
understanding, encouragement and hope. NAMI Connection groups are: 


e Free and confidential 
e Held weekly for 90 minutes 


e Designed to connect, encourage, and support participants using a structured support group model 


“NAMI Connection has made me realize 
that | can truly feel comfortable around 
my church family and | really needed that 
feeling!” 


“| believe NAMI Family Support Group 


LOVI means hope.” 


HOPI 


BELIEVI “NAMI Connection is the promise of what 


_ is and what can be in our lives.” 
, 


Contact us to find out more about the NAMI Connection & Family Support _ 
About NAMI 


NAMI, the National Alliance on Mental Illness, is the nation’s 


| largest grassroots mental health organization dedicated to 
H } OWwWa building better lives for the millions of Americans affected 
by mental illness. NAMI lowa is the state affiliate for the 


National Alliance on Mental lliness NAMI National organization. NAMI lowa and dedicated 
volunteer members and leaders work tirelessly to raise 
awareness and provide essential education, advocacy and 
support group programs for people in our community living 
with emotional issues and their loved ones. 


Contact Facilitator: 
Matthea Little Smith — 515-783- 
2763 

Matthea.little.smith@gmail.com 


NAMI lowa 
3839 Merle Hay Road, # 229 
Des Moines, IA 50310 
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APPENDIX F: Syllabus 


God’s Power to Help Hurting People 


The purpose of this session is to provide the types of insights into 

Carag " hurting people that will cause people in the local church to be able to 

Gods Rower minister to hurting people more effectively. Each session will address 
to lal p issues such as loneliness, guilt, fear, anxiety, grief and anger by telling 
llirti as the story of a different biblical character and how it demonstrates God's 


Fee ye power to overcome these particular challenges. 


eee Ty eee 
COLLEEN BIRCHETT. Ph.D. 


SYLLABUS 
Course Title: God’s Power to Help Hurting People 
Instructor(s): Pastor Jonathan B. Whitfield 
Text Books: God’s Power to Help Hurting People, Colleen Birchett, Ph. 


D, UMI, 2003 


Materials Needed: Textbook, Bible, journal, pen & the Holy Spirit our teacher. 
(Jn. 14:26) 


Assignments: Each week, students are expected to study a segment of the 
material and answer the related questions. Completing these 
exercises prepare each student for discussion during the 
Group Sessions. 


Group Sessions: Each of session will consist of a time of discussion in a large 
group, and time in small group, studying assigned 
scriptures and discussing case studies and strategies to help 
hurting people deal with the emotion. 


Weekly Course Schedule: 


Wednesday, July 

DSU sees bs cticacncsietaresieonsah anew ene tinal amen aeons ae INTRODUCTIO 
N 

Wednesday, July O-15i. sicsvicissinsiinsrnvenscccossancsessuies Week 1: God’s Power Over 
GUILT; (John 4:5-29) 

Wednesday, July 22th 0... Week 2: God’s Power Over INSECURITY; (1 


Samuel 9:1-2; 18:6-12) 


135 


Wednesday, July 291... 00.0... ce eeeee sees CENTRAL DISTRICT BAPTIST 
ASSOCIATION, 7:00PM 


Wednesday, August 5'................ Week 3: God’s Power Over LOW - SELF 
ESTEEM; (Judges 6:11-16) 
Wednesday, August 12-19th............... Week 4: God’s Power Over GRIEF; (Job 


1:1-22, 2:7, 3:1-13, 6:2-3) Wednesday, August 26'....... Week 5: 
POWERLESSNESS; (John 18:29-38, 19:1-11; Matthew 29:19-24) 

Wednesday, September 2-9th......Week 6: ANXIETY; (Genesis 12:11-12; 13:7-8; 
15:2-3; 16:1-4; 18:23-25) 

Wednesday, September 16'*..... Week 7: God’s Power Over FEAR; (Genesis 37:3- 
5, 23-28, 42:3-7, 14-18) 

Wednesday, September 23°4..............0.. Week 8: ABANDONMENT; (Matt. 
26:14-70; 27:24-60, 28:1-6) 

Wednesday, Sept 30th....Week 9: God’s Power Over FRUSTRATION; (Jonah 
1:1-15-17; 2:1-10; 3:1-10) 


Wednesday, October 7th... Week 10: God’s Power Over 
DEPRESSION; (Psalms 42:1-11) 

Wednesday, October 14th... eee Week 11: God’s Power Over 
ANGER; (2 Samuel 13:1-37) 

Wednesday, October 21st... cece Week 12: God’s Power Over 


LONELINESS; (1 Kings 19:1-18) 


Wednesday, October 28th sicccasusnnussnwterscnendeurornoenee sd 
CONCLUSION 
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APPENDIX G: FBOI Registration 


FBOI Drive Thru-Walk Up Registration Spreadsheet 


Please Print Name 


Have you 
qualified 
using the 
TEFAP 
form at 
this site 
since July 
Ast? 


If no, do 
you meet 


the TEFAP 


income 
guideline 
s 


provided 
2 


Address 


zipcode 


House 
hold 
Size 


(FBOI intake 


information only - 


not required for 
TEFAP) Ages of 
individuals in 
household 


Signature 


Date 


Print Name 


Yes 


No 


Yes| No 


Address 


zipcode 


0-18 


19-59 


60+ 


Signature 


Date 


EX: 


Jane Doe 


x 


x 


123 Food Bank Ave, Des Moines, IA 


50316 


2 


3 


1 


Verbal 


7/1/2020 


137 


APPENDIX H: Biblical References 

Biblical References Utilized for Preaching/Teaching During the Pandemic 
Some of Characters for Pastoral devotions Online: 
Deborah: Trusting God through the demands of life (Judges 4:14-15) 
Zechariah & Elizabeth: Trusting God when a longing is unfulfilled (Luke 1:5-7,13-14,16- 
17) 
Isaiah: Trusting God through bad news (Isaiah 21:3) 
Woman healed by Jesus: Trusting God is taking risks despite the pain (Mark 5:27-34) 
Moses: Trusting God when there is no way out (Exodus 14:3-4,9, 13-18) 
David: Trusting God when life is not how you pictured it (1 Samuel 22:1-2) 
Shadrach, Meshach & Abednego: Trusting God no matter the outcome (Daniel 3:12-17) 
Some of the Preached Sermons during COVID-19: 
“A Sure Hope” (Luke 24:50-53) 
“Coming Full Circle” (John 21: 1-14) 
“God Wants a Yes” (John 21:18-19) 
“Helped by a Repast” (John 21:12-14) 
“New Normal” (John 20:30 — 31) 
“The Perfect Storm” (Act 1:1 — 8) 
“Pray Until Something Happens (PUSH)” (Acts 1:12 — 14) 
“Let Jesus Touch Your Heart” (Matthew 11:28-30) 


“This is My Story” (John 21:20-25) 
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APPENDIX I: CPE Certificate 


© 


The Institute 
Jor Clinical |. 
Pastoral Training 


in accordance with its standards the Institute for Clinical Pastoral Training does hereby grant 
Jonathan Whitfield 


this certificate of completion for One Unit of Evidence-Based 


Clinical Pastoral Education I 
and in recognition of successful completion of 400 hours of supervised clinical training and ministry at 


Newton Correctional Facility, Newton, IA 


from Oct. 5, 2020 to Dec. 27, 2020. In witness whereof, we have set our hand and the seal of this institute. 
Given this 27th day of December 2020, at Orlando Florida. 


(Ar A 


Ty W. Alday, M. Div,, BCC, BCCS R. Scot Savell. M.Div. BCC, BCCS 
ge sain Director of Education 
Alea ZN Ee ce — eee ee 
mae) Coens a De BCC, BCCS a Serv 
Chief Operating Officer 
ACCET The Institete for Clinical Pastoral Training is accredited by the Accrediting Council for Coatisming Education & Training (ACCET). 
ACCET is listed by the U.S. Department of Education as a nationally recognized accrediting agency. 
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Appendix J: 
Consultants (Site Team) 


Carter-Lewis, Linda, interview by Jonathan Whitfield. 2019. NAACP and President of 
Women Auvilliary of Central District Baptist Association (June 4). 

Caryn Farmer, RN, interview by Jonathan Whitfield. 2019. Geriatrics Department (June 
4). 

Dr. Yogesh Shah, MD,MPH, FAAFP, interview by Jonathan Whitfield. 2019. Chief 
Medical Officer and VP of Medical Affairs, Broadlawn Medical Center (June 4). 

Easley, Jacqueline, interview by Jonathan Whitfield. 2019. Community Health Liaison, 
MercyOne DesMoines Medical Center (June 4). 

Ford, Wayne, interview by Jonathan Whitfield. 2019. Community Liaison, Broadlawn 
Medical Center (June 4). 

Ratliff, Kenneth L., interview by Jonathan Whitfield. 2019. Community Health Liaison, 
Des Moines University (June 4). 

Tira Mays, MJ, Ed. M, interview by Jonathan Whitfield. 2019. Government Programs 
Coordination and Financial Counseling Department, Broadlawn Medical Center 
(June 4). 


140 


Appendix K: Photographs 


| ovPuLor | POLICE & FIRE 
Woman who slashed Hackensack pastor's 
wife committed to psychiatric facility 


First Lady Theresa 
Whitfield Survives 
Harrowing 
Attack in Church 


Figure 2 Hackensack Daily News April 14, 2014 Figure 1 Photo from Wow Magazine Summer 2010 


Church slasher still 
haunts rev's wife 


Figure 3 Daily News September 4, 2007 
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Figure 5 Photo from Essence Magazine October 31, 2019 


Figure 4 Mom 
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